tT 


November 1945 


HENRY N. HARKINS, Editor-in-Chief 
Editorial Board 


W. WAYNE BABCOCK 
I. A. BIGGER 
ALEXANDER W. BLAIN 
ALFRED BLALOCK 
FREDERICK A. COLLER 
R. S. DINSMORE 

D. C. ELKIN 

JOSEPH H. FOBES 
GEORGE J. HEUER 
THOMAS M. JOYCE 
HILGER P. JENKINS 
HUGH J. JEWETT 


HARRY H. KERR 

ROY D. McCLURE 
ALTON OCHSNER 
THOMAS G. ORR 
COBB PILCHER 
EUGENE H. POOL 
FRED W. RANKIN 
LS.RAVDIN ~ 

J. STEWART RODMAN 
ARTHUR M. SHIPLEY 








nati 
NMichijen 
Libinies 


a 





AR 











OUARTERLY REVIEW 


SURGERY “9 


Vol. 3 No. 1 





4 
. 

“- cy 

4 


\& 


Wy 


November 1945 


HENRY N. HARKINS, Editor-in-Chief, Johns Hopkins University 
Editorial Board 


W. WAYNE BABCOCK 
Temple University 
I. A. BIGGER 


Medical College of Virginia 


ALEXANDER W. BLAIN 
Wayne University 
ALFRED BLALOCK 
Johns Hopkins University 
FREDERICK A. COLLER : 
University of Michigan 
R. S. DINSMORE 
Cleveland Clinic 
D. C. ELKIN 
Emory Unwersity 
JOSEPH H. FOBES 
New York Medical College 
GEORGE J. HEUER 
Cornell University 
THOMAS M. JOYCE 
U miversity of Oregon 
HILGER P. JENKINS 
University of Chicago Clinics 
HUGH J. JEWETT 
Johns Hopkins University 


HARRY H. KERR 
George Washington University 
ROY D. McCLURE 
Henry Ford Hospital 
ALTON OCHSNER 
Tulane Unwersity 
THOMAS G. ORR 
University of Kansas 
COBB PILCHER 
Vanderbilt University 
EUGENE H. POOL 
Cornell University 
FRED W. RANKIN 
Brig. Gen., U. 8. Army 
I.S. RAVDIN 
University of Pennsylvania 
J. STEWART RODMAN 
Woman’s Medical College of Pa. 
ARTHUR M. SHIPLEY 
University of Maryland 
DONALD V. TRUEBLOOD 
Seattle, Washington 
ALLEN O. WHIPPLE 


Columbia Unwersity 


Printed in U.S. A. 


CG 








FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 
the current progress, trends, and attitudes in all branches of surgery. Compiled from 
every dependable source, this plan covers all state, national, and special journals as 
well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon and summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 


data are classified and published under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy 21. Heart 40. Vascular Surgery 

3. Surgical Technic ; 22. Esophagus 41. Arteries 
4. Surgical Infections = ee . 42. Veins 
5. Tumors 35 =r a iain 43. Orthopedic Surgery 
6. Neurosurgery we 26, Eg Wall 44. Fractures 
7. Skull _ “hae : 45. Dislocations 
. 2/7. Hernia 
8. Brain > “a 46. Bones 
9. Spine and Spinal Cord = rn 47. Joints 
a ; 29. Stomach and Duode - 
10. Peripheral Nerves oath 48. Tendons 
11. Sympathetic Nervous 30. Small Intestine 49. Amputations 
System 31. Appendix Traumatic Surgery 
12. Head and Neck 32. Colon and R Burns 
13. Oral Surgery 33. Intestinal Obst: hock 
14. Plastic Surgery 34. Anus ‘sfusions 
15. Thyroid and Parathyroid 35. Liver and Biliary 
16. Thoracic Surgery Tract ry 
17. Chest Wall 36. Pancreas rgery 
18. Pleura 37. Spleen 


It is believed that this plan will assist the reader to locate qui 
current interest and will prove most helpful in making readily availabi th 
necessary in the compilation of bibliographies on surgical subjects. Under 
cation, immediately following the abstracts, there wll be published references t 
articles not abstracted. 
The suggestions and comments of our readers will be gratefully received. 
Henry N. HARKINS, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1720 M Street, N. W., Washington 6, D. C. 
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Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washington, D. C., under the Act of March 3, 1879. 
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1. Anesthesia and Analgesia 


ANESTHESJA BY COMBINED INTRAVENOUS PENTOTHAL 
SODIUM AND LOCAL NERVE BLOCK 


James C. McCann 


St. Vincent Hospital, Worcester, Mass. 
New England J. Med. 233:55-58, July 19, 1945 


A combined method of intravenous 
pentothal sodium and local nerve 
block, developed by the author and 
his associates in the past year, is now 
used in most general surgical cases. 
The cases in which this type of anes- 
thesia is not employed are: children 
under 7 or 8 years of age, because of 
the small caliber of the veins; opera- 
tions about the neck in the absence of 
intratracheal intubation, because of the 


danger of reflex laryngospasm; long 
operations on patients over 60 years 
of age, because of unsatisfactory meta- 
bolic destruction of large doses of the 
drug and the danger of pulmonary 
edema from prolonged depression; 
operations on patients with vomiting, 
asthma or abdominal distention. In 
784 operations performed by the au- 
thor in the last year, pentothal sodium 
by syringe has been employed in 124 
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cases and pentothal sodium by con- 
tinuous intravenous drip with local 
nerve block in 389 cases. 

With the combined form of anes- 
thesia, a 1 per cent pentothal sodium 
solution was given by the continuous 
drip method. After the induction of 
anesthesia, it was maintained by the 
administration of either 5 cc. or 10 
cc. at intervals of 5 to 15 minutes. 
The effect of each fraction on the re- 
spiratory center was carefully ob- 
served. Local anesthesia by 1 per cent 
novocaine was used to make up the 
deficiencies of the intravenous anes- 
thesia. In an occasional case in which 
there was an unusual degree of skin 
sensibility, quick infiltration of the 
line of incision with novocaine was 
employed. In major abdominal op- 
erations, the need for deep pentothal 
sodium anesthesia to control deep re- 
flexes was eliminated by blocking the 
sympathetic pathways with novocaine 


FACTORS INFLUENCING 


—anterior splanchnic block for the 
upper abdomen, mesenteric block for 
operations on the bowel, block of 
ganglions and sympathetic nerves in- 
volved in pelvic operations. Block of 
the intercostal nerves was also em- 
ployed for some types of operation. 

It was found that complemental 
use of the two agents produced an en- 
tirely satisfactory anesthesia, with 
only moderate doses of pentothal 
sodium. Postoperative nausea and 
vomiting were rare; catheterization of 
male patients was rarely required; 
postoperative headache did not oc- 
cur. The parenteral administration of 
fluid was not necessary in most cases, 
except where required by “the tech- 
nical emergencies” of the operation. 
Early ambulation was favored. 

A modified technic for anterior 
splanchnic block is described, using a 
special splanchnic needle devised by 
the author. 8 references. 1 figure. 


TRENDS IN ANESTHESIA 


Joun S. Lunpy, CHarLes ApAMs, AND THomas H. SELDON 


Rochester, Minn. 
Surgery 18:1-7, July 1945 


Of the local anesthetics, procaine 
hydrochloride has remained the fa- 
vorite, with metycaine hydrochloride 
a close second. Pontocaine hydro- 
chloride and nupercaine hydrochlo- 
ride have been tried and discarded. 
The introduction of Lemmon’s meth- 
od of continuous spinal anesthesia and 
Hingson’s method of continuous cau- 
dal anesthesia has made it possible to 
obtain long-lasting anesthesia by re- 
peated injections of procaine so that 
long-lasting anesthetics were not es- 
sential. As each agent and method 
has been introduced and tried, certain 
benefits were realized and certain un- 


expected and sometimes untoward re- 
sults have been experienced. For the 
most part, if a local anesthetic is used 
and is unsatisfactory, it is then sup- 
plemented with gas anesthesia with or 
without intravenous anesthesia. If 
gas anesthesia is unsatisfactory, then 
usually one resorts to diethylether. 
In most cases the use of ether by the 
semi-open-drop method produces 
good results, especially if Magill’s in- 
tratracheal tube can also be used. 

A mixture of oil and ether by rec- 
tum has been used but little. The 
anesthesia was not always satisfactory ; 
the method did not fit into the general 
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scheme of things utilized by local hos- 
pitals for the handling of patients, 
that is, bringing them to the operating 
room in a wheel chair, etc.; patients 
often expelled some of the agent; 
the dose had to be guessed at and 
might be either too much or too little. 
It is used only rarely for surgical 
cases now but is occasionally useful in 
anesthetizing patients suffering from 
an attack of intractable asthma. 
Tribromethyl alcohol as a rectal 
anesthetic was more satisfactory than 
oil and ether by rectum. The use of 
barbiturates by rectum plus tribrom- 
ethyl alcohol was tried but did not 
have any apparent advantage over tri- 
bromethyl alcohol itself, and_ this 
combination was used for only a short 
time. A different situation concerned 
the use of acetylene. The advantages 
of the method were that the use of 
ether could be avoided and large 
quantities of oxygen could be admin- 
istered. The hazard of explosion was 
very great, and for that reason its use 
was discontinued. Since 1937, pento- 
thal sodium has been employed in 
about one-third of all cases in which 
special methods of anesthesia were 
used. Divinyl ether had no advan- 
tages over intravenous anesthesia, 
from the authors’ point of view. Cy- 
clopropane has had a_ considerable 
change in percentage of use from time 
to time. The explosion hazard is well 
recognized. Some other apparent ef- 
fects of cyclopropane on some patients 
have made surgeons guarded in the 
use of it, namely, sudden collapse at 
the end of the operation when the an- 
esthetic was discontinued in some very 
prolonged and major procedures. It 
would appear that, if one observes the 
recommended precautions in the use 
of cyclopropane, it is a widely useful 
agent, but it is not an essential except 


in a limited field, particularly thoracic 
surgery. 

Magill’s intratrachea] tube has 
greatly enhanced the value of the in- 
halation anesthetic agents and has pro- 
vided an adequate airway under al- 
most all circumstances in which im- 
provement in patency of the airway 
was needed. The intratracheal meth- 
od has survived vicissitudes associated 
with the placing of the tube, which in- 
volved, in some cases, broken teeth 
or trauma to the respiratory passages 
or both. Such agents as chloroform 
and ethyl chloride by inhalation have 
not survived because of the fact that 
the risk of death associated with their 
use was considered to be unjustified. 
5 references. 

REFERENCES TO CURRENT ARTICLES 
Intercostal Nerve Block in Balanced Anes- 
thesia. Stanton Belinkoff, New York, 

N. Y. Am. J. Surg. 68:318-22, June 

1945. (A discussion of intercostal nerve 

block as a regional anesthesia to be used 

in conjunction with other agents in the 
production of a balanced anesthesia. ‘The 
method has merits in poor-risk patients 
and other patients having upper abdom- 
inal operations. Five typical case re- 
ports are presented. Intercostal block 
with procaine combined with sodium pen- 
tothal, nitrous oxide, cyclopropane or 
ether has been found of value. In one 
case the inhalation agent was delivered 
by the endotracheal route, the patient 
being anesthetized just deeply enough to 
tolerate pressure of the tube in the 
trachea. If intercostal block does not 
produce the desired relaxation, nothing is 
lost. Supplementary agents can be va- 
ried to meet requirements of the indi- 
vidual case and can be changed during 
operation if necessary. This method is 

not recommended for the seriously ill 

only. The patient should have the bene- 

fit of an intercostal block if there is the 
slightest doubt as to his ability to tolerate 
anesthesia or operation, or if the abdom- 
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inal relaxation desired by the surgeon 
cannot be obtained with the anesthetic 


used. ) 


Lumbosacral Subarachnoid Block. C. Eu- 
gene Schuetz, Los Angeles, Calif. Cali- 
fornia & West. Med. 63:64-65, Aug. 
1945. (Describes a method for block 
anesthesia of the lower lumbar and sacral 
nerves. Premedication with nembutal 
and dilaudid is employed. The patient 
lies on the abdomen during the adminis- 
tration of the anesthesia in most cases but 
may be on his side, but without flexing 
the body to any great degree. After the 
injection the patient may be placed in 
any position, including the Trendelen- 
burg position, if the “rules of gravita- 
tion” are applied as with higher spinal 
injections. The crest of the ilium is lo- 
cated; an imaginary line drawn through 
to the other side will pass approximately 
through the 4th and 5th lumbar verte- 
brae. The lowest prominence of the pos- 
terior superior iliac spine is located and 
a wheal raised about 1 cm. below and 1 
cm. medially to this landmark. The spi- 
nal needle is passed through this wheal 
directed upward and medially toward 
the level of the spine of the 5th lumbar 
vertebra; the characteristic feel is noted 
when the dura is entered. About 1 to 
3 cc. spinal fluid are withdrawn, to 
which 150 mg. novocaine and 5 mg. pon- 
tocaine are added. The cases for which 
this type of anesthesia has been employed 
include rectal operations and operations 
on the bladder, prostate, vagina and cer- 
vix. ) 

A Simple Apparatus for Continuous Intra- 
venous Anesthesia. P. A. Waters (Lt. 
Col., M.C., A.U.S.) and J. L. Diamond 
(Capt., M.C., A.U.S.). Mil. Surgeon 
97:150-51, Aug. 1945. (Describes an 
apparatus for administration of continu- 
ous intravenous anesthesia that is simple 
in construction, easy to operate, and 
readily disassembled for sterilization. 
The flow of the anesthetic solution is 
controlled and the injection of other 
medication without additional venipunc- 
ture is provided for by a small finger- 


Cyclopropane : 


Prolonged Anesthesia. 


controlled valve with three standard ori- 
fices into which are fitted the syringe for 
the anesthetic solution, the tube leading 
to the vein and the syringe or apparatus 
for administration of other solutions. 1 
reference. 2 figures. ) 


A Personal Evaluation. 
Ralph M. Waters, Madison, Wis. Sur- 
gery 18:26-32, July 1945. (From an 
experience of 15 years, the author con- 
cludes that cyclopropane permits rapidity 
of control of the depth of anesthesia im- 
possible with other inhalation anesthetics. 
This fact may, however, result in un- 
fortunate and disastrous results in the 
hands of ignorant or careless attendants. 
The dose of agents depressing respiration 
in sigue with cyclopropane should 
be limited. A slow approach to maxi- 
mum saturation is recommended. If this 
fails, anesthesia may be supplemented by 
intercostal block, curare or some other 
method, rather than resorting to con- 
trolled respiration, which should be used 
only as a temporary solution of unexpect- 
edly difficult situations. Marked de- 
crease in pulse rate to below 50 precedes 
sudden tachycardia. In the presence of 
marked pulse changes rapid desaturation 
with artificial respiration, if necessary, is 


indicated. ) 


Ralph T. Knight 
and Joe W. Baird, Minneapolis, Minn. 
Surgery 18:33-37, July 1945. (A study 
of 1,000 cases with prolonged surgical 
procedures. The preoperative condition 
of the patients, premedication and anes- 
thetics employed are tabulated. Cyclo- 
propane with controlled respiration was 
employed for prolonged abdominal op- 
erations. Curare has been substituted for 
spinal anesthesia in long operations. The 
use of pentothal for induction anesthesia 
is increasing. Cyclopropane is also the 
standard anesthetic for brain surgery. 
For major chest surgery no anesthetic 
but intratracheal cyclopropane is used. 
A tracheal tube is used also in most gas- 
trectomies. Eighty-four patients had 
postoperative pulmonary complications, 
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and 17 of these died. There were 92 


deaths from nonpulmonary conditions. ) 


Anaesthesia for Laryngofissure. H. W. 
Loftus-Dale, Aylesbury, England. J. 
Laryng. & Otol. 59:434-36, Nov. 1944. 
(The author recommends 1% gr. of 
nembutal as premedication for laryngo- 
fissure and describes his technic for block 
of the superior laryngeal nerves, field 
block and analgesia of the mucosa. He 
has found this method useful in cases 
where general anesthesia is contra-indi- 
cated and in certain poor-risk cases, but 
does not recommend it as a routine in 
intrinsic growths of the larynx. ) 


Notes Regarding the Use of Intravenous 
Sodium Pentothal Anesthesia in Major 
Surgical Cases. Cleveland H. Shutt, St. 
Louis, Mo. Surgery 18:43-44, July 
1945. (This type of anesthesia was em- 
ployed in 287 cases at the Missouri Bap- 
tist Hospital in every type of surgery ex- 
cept lung resection. No deaths were 
traceable to the anesthetic. Hyoscine 
and morphine were administered 30 to 
4() minutes before operation, and a sleep- 
ing dose of some barbiturate was admin- 
istered the night before operation. A 2% 
per cent solution of sodium _pentothal 
is used with a dose of 2% to 45 gr. 
Anesthesia may be maintained up to 4 
hours. For most major operations the 
amount required is 15 to 25 gr. Pa- 
tients are well pleased with the results. 
The author feels that this form of anes- 
thesia has greater advantages to offer for 
major surgery than any other type of 
anesthesia. ) 

Anesthetic Agents as Factors in Circula- 
tory Reactions Induced by Hemorrhage. 
B. W. Sony? S. G. Hershey, E. A. 
Rovenstine, R. E. Lee and R. Cham- 
bers, New Yok, N. Y. Surgery 18:48- 
65, July 1945. (A study of the periph- 
eral circulatory dynamics of dogs sub- 
jected to a standardized bleeding pro- 
cedure during 6 different anesthetic pro- 
cedures. The anesthetics used included 
procaine [local infiltration], morphine 
sulfate, cyclopropane, ether, pentobar- 
bital and pentothal. Greatest blood loss 


was tolerated by dogs under cyclopro- 
pane, least by those under barbiturates. 
Blood pressure was not found to be a 
reliable criterion. Blood flow reflected 
most accurately the general condition, 
the most efficient blood flow after hem- 
orrhage occurring in dogs under cyclo- 
propane, the poorest in dogs under ether. 
Vasomotion after hemorrhage was main- 
tained in an augmented state after pro- 
caine, cyclopropane and morphine and 

was depressed by pentothal and ether. 
With cyclopropane anesthesia, epineph- 
rine reactivity after initial bleeding was 
maintained. Venous oxygen was dimin- 
ished in all cases.) 


Operating Room Explosions. Richey L. 


Waugh and Lula Bond, Boston, Mass. 
Am. J. Surg. 69:89-93, July 1945. (A 
practical outline for prevention of explo- 
sions, for posting in conspicuous places at 
entrance to operating rooms. Preventive 
measures include proper installation of 
electrical equipment. Circuits and 
switches should be explosive proof. 
Groundings should be in accordance 
with the National Electric Code. Meth- 
ods are suggested for prevention of elec- 
trostatic spark discharges, for prevention 
of accumulation of static electricity, and 
for prevention of spontaneous combus- 
tion when oxidizing and reducing gases 
are permitted to mix under high pres- 
sure. Open flames and hot bodies con- 
stitute a danger. Every individual enter- 
ing the operating room should be thor- 
oughly instructed and be consciously alert 
to the hazard of fire and explosion. ) 


Curare in Anesthesia. Stuart C. Cullen, 


Iowa City, Iowa. Surgery 18:45-47, 
July 1945. (Curare should be used only 
when means for producing artificial res- 
piration and prostigmine are immediately 
at hand. Its chief disadvantage is the 
narrow margin between the optimal 
dose and the dose producing respiratory 
paralysis. ) 


Anesthesia: Editorial. Ralph T. Knight, 


Minneapolis, Minn. Surgery 18:130, 
July 1945. (Review of advances in 
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anesthesiology in recent years emphasiz- 
ing further possibilities of maintaining 
respiratory and circulatory physiology 
within normal limits, control of blood 
levels of oxygen and carbon dioxide, 
production of adequate relaxation with 
minimum depression of the brain and 
spinal cord, and avoidance of postanes- 
thetic prostration. ‘The addition of nu- 
merous new drugs for anesthesia is wel- 
comed with a caution that each be used 
for its special indications, with emphasis 
on the value of a combined or balanced 
anesthesia. ) 


Explosions in Anesthesia: A Review of the 


Literature. Frank Cole, Minneapolis, 
Minn. Surgery 18:7-26, July 1945. 


(The duties of the manufacturer, anes- 
thetist and hospital in prevention of an- 
esthesia explosions are enumerated. In 
spite of the numerous precautions advo- 
cated and practiced, it was estimated 
that there had been no apparent decrease 
in the number of explosions by 1940. 
The. risks associated with the various 
types of anesthesia are discussed, the 


Intercostal Nerve Block. 


significance of ignition, the role of the 
machine, and attempts to reduce the 
danger of the static spark. A list of 31 
devices and practices recommended to 
reduce the danger of explosion in anes- 
thesia is presented. ) 


Stanton Belin- 
koff, New York, N. Y. Surgery 18: 
37-43, July 1945. (Intercostal nerve 
block is recommended for relatively 
poor-risk patients who need upper ab- 
dominal operations. Intercostal block 
is ideally suited for a balanced anesthe- 
sia. The combination of intercostal 
block plus sodium pentothal intrave- 
nously in surgery of the upper abdomen 
has been recommended. A _ beautifully 
balanced anesthesia can be obtained by 
using this combination plus a 50 per cent 
nitrous oxide-oxygen mixture. Injections 
of novocol to produce intercostal block 
for postoperative pain have proved suc- 
cessful, with anesthesia lasting from 8 
to 12 hours. This treatment has also 
yielded good results in fractured ribs and 
in acute pleuritic pain. ) 


2. Pre- and Postoperative Therapy 


REFERENCES TO CURRENT ARTICLES 


Postoperative Gouty Arthritis. Bernard J. 


Ficarra and Ralph Adams, Boston, 
Mass. Arch. Surg. 50:229-32, May 
1945. (Report of 5 patients suffering 
from gouty arthritis following major 
operations. Four had carcinomas, 3 of 
which were gastric. The patients were 
all males and over 55 years of age. All 
showed some degree of osteoarthritis. 
Joint symptoms usually became manifest 
about 5 days after operation and oc- 
curred most commonly in the joints of 
the large toe. Spontaneous remission 
without residual articular distress was the 
rule. True hypoproteinemia was noted 
in the 4 patients examined for it. Hyper- 
uricemia of various degree was present 


in all. The postulated mechanism for 
postoperative gouty arthritis is hypopro- 
teinemia stimulating endogenous purine 
metabolism with resulting hyperuricemia. 
The latter is the precipitating agent for 
formation of tophi on an_ osteoarthritic 
joint. A positive blood protein balance 
should be established. ) 


Fatality Associated with the Administra- 


tion of Amino Acid Digest. A. R. Cur- 
reri, O. V. Hibma, and P. P. Cohen, 
Madison, Wis. J. A. M. A. 128:732- 
33, July 7, 1945. (Although reactions 
to parenteral injection of amino acids 
are usually mild to moderate, the case 
reported as one of 2,000 administrations 
developed a severe, bizarre, fatal re- 
action. No precipitation was present in 
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the solution. Postmortem findings indi- 
It could 


not be proved unequivocally that the 


cated toxic chemical damage. 


death was due to the amino acid. Cau- 
tion is urged, however, that amino acids 
should not be used in combination with 
strongly alkaline solutions, and a bottle 
of amino acids once opened should never 
Someone on the staff should 
assume responsibility for clearness of the 


be reused. 


solution, slow rate of administration, pre- 
vention of mixture of amino acids with 
solutions of a high pH, and discarding 
unused contents of a bottle once opened. ) 
The Practical Use of Amino Acids in 
Protein Nutrition. Robert Elman, St. 
Louis, Mo. J. A. M. A. 128:659-64, 
June 30, 1945. (Following a discus- 
sion on the sources of amino acids, and 
general and specific indications for their 
use, various modes of administration are 
described. “Tube feeding may be pre- 
ferred to oral administration owing to 
the unpleasant taste of some amino acids. 
Glucose and olive oil may be added as 
well as vitamins. Parenteral adminis- 
tration [intravenous or subcutaneous] is 


recommended only for specific indica- 
tions. Several liters of fluid may be 
needed to combat dehydration. Some 
caloric needs can be supplied by tissue 
fat. ) 

The Question of Pulmonary Damage with 
Artificial Respiration. O. S. Orth, Rosa- 
line L. Wilhelm, and Ralph M. Waters, 
Madison, Wis. J. Thoracic Surg. 14: 
220-31, June 1945. (In 69 experi- 
ments on dogs, all groups, regardless of 
method, duration of artificial respiration 
or of the anesthetic drug used, showed 
histologic areas of atelectasis, congestion, 
hemorrhagic infiltration and_ bronchial 
spasm. Any damage which did occur in 
the lungs was reversible, since all dogs 
that were permitted to recover did so 
without sequelae. ‘This study does not 
permit any final statement as to the de- 
gree of damage produced by inflation of 
the lungs with air as compared with oxy- 
gen. The greatest changes of pressure 
by any of the methods of artificial res- 
piration were not more than one-half 
of those which the animals produced 
spontaneously during the brief periods 
of obstruction. ) 


3. Surgical Technic 


THE TOURNIQUET: ITS CLINICAL APPLICATION 


Ropert T. McELvenny 
Chicago, III. 
Am. J. Surg. 69:94-106, July 1945 


For 10 years the writer has used 
tourniquets routinely on all but the 
most minor procedures. During this 
period, he had 1 case of paralysis of 
the upper extremity and only | other 
complication consisting of loss of sen- 
sation in the finger tips. In work with 
others he has observed 2 upper-arm 
paralyses and 1 Volkmann’s paraly- 
sis in the lower extremity. Four 
causes of occasional accidents occurring 


with the use of the tourniquet are: 
(1) the tourniquet is too tight; (2) 
the tourniquet is too loose; (3) the 
tourniquet has been left on too long; 
(4) the tourniquet has been applied 
with no consideration for the anatomy 
of the part. Tourniquets composed of 
cord or metal should be avoided. 
Rubber tubing, except as small bands 
to be used on fingers and toes, is un- 
satisfactory. Wide rubber bandage, 3 
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inches or more, known as Martin 
bandage, is excellent in preparation 
for tourniquet application but should 
not itself be used as a tourniquet. The 
best elastic tourniquet is the strap type 
rubber tourniquet with the chain and 
clasp, known as the Esmarch tourni- 
quet. The pneumatic tourniquet is the 
most logical of all since the pressures 
can be determined by glancing at a 
gauge, and can be maintained, in- 
creased or lowered with ease and un- 
der absolute control. This is the 
tourniquet of choice. 


Under no circumstance should a 
technician be allowed to apply a tour- 
niquet except under the direct obser- 
vation and direction of the surgeon. 
Only pneumatic tourniquets, and 
preferably the blood pressure cuff 
type, should be allowed on the upper 
extremity. The relationships of vital 
structures in the various parts of the 
limbs are described so that pressure 
upon them may be avoided. The cor- 
rect pressures for arm and thigh tour- 
niquets should be taught, as well as 
the safe time limits for duration of 
application, which should also be re- 
corded. If-complications develop, the 
technician should be advised and the 
poor results explained. The routine 
method of application of a tourniquet 
is described in detail. The pneumatic 
tourniquet requires much skill for its 
application. 

Among the complications of tourni- 
quet application may be mentioned 
blisters and burns caused by careless 
use of ether, alcohol and tinctures or 
by having the skin bulging through 
spaces in the Esmarch wraps or by 
wrapping the Esmarch over large 
wrinkles in the towel. Paralysis may 
result from having the tourniquet too 
tight. The most dangerous fault in 
application of the tourniquet is that 


permitting leakage with continuous 
oozing of blue or blue-black blood. 
This may result in Volkmann’s pa- 
ralysis, pain, sensory and motor dis- 
turbances and marked hyperemia and 
swelling of the limbs after operation. 

In cases of gangrene of the fingers, 
on which novocaine and rubber-band 
tourniquet were employed, no com- 
plications were found where | per cent 
novocaine had been infiltrated just 
distal to the metacarpophalangeal 
joint, and proper absolute tourniquets 
applied about the base of the finger 
just distal to the infiltrated area. The 
same pertains to both finger and toe 
amputations. As regards the time the 
tourniquet should be left in place, this 
should not exceed 90 minutes for the 
lower extremity or 70 minutes for the 
upper extremity. If a longer time is 
required, the tourniquet should be re- 
leased every 40 minutes, the limb ele- 
vated, and the tourniquet then reap- 
plied. Generally a pressure of 250 
mm. of mercury is considered sufh- 
cient for the arm and 570 mm. of 
mercury for the lower limb. The au- 
thor has found these pressures inade- 
quate and recommends 350 mm. of 
mercury for the arm and 22 pounds 
for the lower limb. No ill effects 
from these pressures have been ob- 
served. Somewhat lower pressures 
are recommended for children under 
7 years of age. Two illustrative cases 
are described. 10 figures. 


[A timely and useful article.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


Surgical Treatment of Lymphedema. J. 
L. Ransohoff, Cincinnati, Ohio. Arch. 
Surg. 50:269-70, May 1945. (Two 
cases are reported in which good results 
were obtained with a modified Handley 
operation [in which long silk sutures 
were buried in the edematous tissues to 
serve as permanent lymph channels]. 
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Double strands of nylon No. 1 were 
substituted for silk. A small transverse 
incision was made just distal to the first 
phalanx of the ring finger, and, using a 
specially constructed long probe, the su- 
ture was passed through several small 
incisions, under the superficial fascia, to 
normal areolar tissue in the cubital fossa. 
The incisions were closed with silk.) 

A Peritoneal Clamp: Its Use in Fifty 
Cases. Robert F. Barber and R. Robert 
De Nicola, Brooklyn, N. Y. Am. J. 
Surg. 69:138-40, July 1945. (Follow- 
ing the principles of the standard method 
of opening the parietal peritoneum, the 
authors have devised a clamp which 
automatically protects the intestine when 
the peritoneum is incised. The perito- 
neum has been opened with its aid in 
50 cases with the clamp inserted above 
and below the semilunar fold, lateral to 
the sheath of the rectus and also in the 
midline. In several instances a trans- 
verse incision was made. The peritoneal 
clamp was used successfully in opening 
the peritoneum under all types of anes- 
‘thesia. ) 

Absorbable Sponge Tests. Raffaele Lattes 
and V. Kneeland Frantz, New York, 
N. Y. Ann. Surg. 121:894-96, June 
1945. (Description of method of test- 
ing absorbable sponges for hemostasis in 
white rats. The relative times of ab- 
sorption of different materials, limited 
of course to the reaction of this one tis- 
sue, can thus be roughly estimated. 
Many factors influence the rate of ab- 
sorption, and any product released for 
clinical investigation should first be thor- 
oughly studied in various tissues of 
larger animals. ) 

New Dissecting Forceps for “No-Touch” 
Technique. John Charnley (Major, 
R.A.M.C.). Brit. M. J. 1:702, May 
19, 1945. (Describes a forceps which 
can be employed for tying suture knots 
in a “no touch” technic. These forceps 
can be used as tissue forceps as well, as 
the terminal teeth hold tissues firmly. 


When used for tying suture knots, the 
suture is held in the fenestrum by the 
projection of the opposing blade. The 
instrument holds wet catgut well with- 
out injury to the suture material, and 
also all other suture materials, wet or 
dry. 1 figure.) [For many years one 
editor has used a combination of scissor 
and tier consisting of a slightly curved 
instrument a little larger than an artery 
forceps with serrations on the top to 
hold a suture. With this he has not 
only been able to use the “no touch” 
technic for tying knots but also to cut 
the suture, saving an extra effort on the 
part of the assistant.—Ep. ] 


Talcum Powder: A Grave Surgical Haz- 


ard. Editorial. M. G. S. Am. J. Surg. 
68:27-80, June 1945. (It is empha- 
sized that, in spite of warnings, 1,000,- 
000 lbs. of this powder are used annu- 
ally. A completely insoluble powder 
may cause inflammation followed by 
granulomas leadjng to fibrosis. In the 
peritoneal cavity it may give rise to ad- 
hesions and to intestinal obstruction. 
Grossly the lesions resemble those of tu- 
berculosis and may be mistaken for ma- 
lignancy. Talcum powder should be 
banned from operating rooms, wards, 
dressing rooms and dispensaries. It is 
most difficult to remove from rubber 
gloves. Deposits of powder were found 
in 84 per cent of the abdominal cavi- 
ties in laparotomized patients. Potassium 
bitartrate is recommended as a substitute, 
and a new starch preparation will be 
available when war restrictions are 
lifted.) [One editor states: “Personal 
experience with the dangers of talcum 
causing adhesions followed by many 
surgical operations for obstruction, with 
the demonstration with ultraviolet light 
of talcum crystals in the adhesions, 
makes this article extremely timely. Any 
hospital using talcum powder instead of 
the bitartrate is legally liable for post- 
operative adhesions resulting from the 
talcum.” —Ep. ] 
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4. Surgical Infections 


GAS GANGRENE, WITH SPECIAL REFERENCE TO 
VASCULARIZATION OF MUSCLE 
R. Woop Power (Lt. Col., R.A.M.C.) 
Brit. M. J]. 1:656-58, May 12, 1945 


In a series of 6,000 wounded treat- 
ed at a general hospital during the 
first 2 months of warfare in Norman- 
dy, there were 20 cases of gas gan- 
grene. Adequate records of 16 of 
these cases are available; the initial 
operation had been done at the for- 
ward Casualty Clearing Station in 
only 1 of these cases. In these 16 
cases, the lower limb was involved in 
14 cases, the upper in 2 cases. There 
were 2 distinct types of gangrene: 
massive gas gangrerte resulting from 
damage to the main artery of the 
limb, and localized gas gangrene re- 
sulting from injury to muscular 
branches. Seven cases of each type oc- 
curred in the lower limb, and 1 case 
of each type in the upper limb. There 
were 2 deaths, both from gas gan- 
grene following injury to the poplit- 
eal artery. 


A soldier wounded in war rarely 
comes to operation in less than 6 
hours. If arteries have been dam- 
aged, muscle necrosis is beginning. 
The clostridia are widely distributed, 
and recent studies have shown that 
a considerable percentage of war 
wounds are infected by these organ- 
isms; however, gas gangrene devel- 
ops in only a small percentage. This 
is explained by the fact that the clos- 
tridia multiply only when ischemia 
and necrosis of muscle are present as 
a result of damage to the arterial ves- 
sels. The elimination of gas gangrene 
depends upon early and efficient sur- 
gery aided by a thorough knowledge 
of the blood supply of the muscles in- 
volved. 5 references. 


[The use of cold in the therapy of gan- 


-Ep. | 


grene is to be considered. 


CASE-FATALITY RATES OF GAS GANGRENE IN RELATION 
TO TREATMENT 
M. G. MacFARLANE 


Lister Institute of Preventive Medicine, London, England 
Brit. M. J. 1:803-806, June 9, 1945 


An analysis is presented of 185 
cases of gas gangrene occurring in the 
Central Mediterranean Force from 
the beginning of the campaign in 
Sicily to June 1944. Cases are classi- 
fied according to the site of the gas 
gangrene and according to the type of 
treatment received. Treatment was 


of 3 types—Class 1: treatment within 
6 hours of diagnosis by surgical mea- 
sures (excision or incision) and an ini- 
tial dose of at least 50,000 units of 
polyvalent antitoxin given intrave- 
nously; Class 2: treatment later than 6 
hours, or with a smaller dose or intra- 
muscular administration of antitoxin, 
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including cases in which the route of 
administration of antitoxin was not 
definitely stated; Class 3: no surgical] 
treatment and no antitoxin. Practical- 
ly all the patients were given sulfona- 
mide drugs. In the early part of the 
campaign, penicillin was not generally 
available, but penicillin was given 
later by intravenous or intramuscular 
injection in doses of 12,000 to 15,000 
units. An analysis of the results with 
all types of treatment shows no statis- 
tically significant difference in the 
mortality whether penicillin was given 
or not. 

In gas gangrene of the leg or arm 
with adequate (Class 1) treatment, 


there were only 7 deaths, although 
amputation was done in nearly 75 per 
cent of these cases. In all of the 7 
fatal cases, there was some complica- 
tion present. In gas gangrene of the 
thigh, buttock or shoulder, however, 
the mortality rate was 46 per cent 
even with Class 1 treatment (11 
deaths in 24 cases). These results 
suggest that specific treatment is gen- 
erally effective in controlling the clos- 


.tridial infection, but that, in cases in 


which surgical excision of the affected 
tissue is limited, some other factor as- 
sociated with damage to muscle—pos- 
sibly “muscle toxin”—is responsible 
for the high mortality rate. 4 refer- 
ences. 4 tables. 


ALLANTOIN-SULFANILAMIDE OINTMENT IN SURGERY 


S. Dace Sporrs and JosEPH B. Davis 
Philadelphia, Pa. 
Am. J. Surg. 69:4-8, July 1945 


An analysis is presented of a series 
of over 100 patients treated with 
allantoin-sulfanilamide in a specially 
developed ointment base for traumatic 
wounds, leg ulcers, postoperative 
wound infections, carbuncles, frost- 
bite, decubitus ulcers and infected 
burns. Thorough débridement previ- 
ous to application of the ointment is 
imperative. The ointment is covered 
with vaseline gauze, then with a dry 
dressing. The first dressing is changed 
after 5 days. The dressings are re- 
moved and the wound cleansed with 
hydrogen peroxide by gentle swab- 
bing to avoid disturbance of new is- 
lands of granulation. Fresh ointment 
is then applied, covered with vaseline 
gauze, then a dry dressing, and the 
procedure repeated at 3-day intervals 
until healing is complete. In burns 
this treatment may be applied after 


shock has been controlled and the 
burned area has been carefully 
cleansed and necrotic tissue removed. 
A moderate pressure is applied over 
the area. At the third change of dress- 
ing, pinch grafts may be applied. 
Exceptional results were obtained in 
leg ulcers and decubitus ulcers. In 
these cases débridement was not at- 
tempted. Simple cleansing of the 
wound and removal of slough seemed 
to suffice. The ointment appeared to 
remove all slough not removed sur- 
gically. Healing in older patients 
could be accelerated by administration 
of 1 gr. thyroid per day in divided 
doses of % gr. morning and night. 
When infection was controlled, a 
plain 2 per cent allantoin ointment 
was applied at 3-day intervals until 
healing was complete. Four case his- 
tories are presented. There were no 
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toxic reactions. 19 references. 8 fig- 
ures. 


[A reportedly satisfactory treatment of 
ulcers, especially decubitus, has been peni- 
cillin, either in the form of powder or oint- 
ment in a lanolin base. (See also Lovell, 
D. L., Arch. Surg. 51:22-27, July-August 
1945.)—Ep. ] 


REFERENCES TO CURRENT ARTICLES 


An Evaluation of Sulfonamide Ointment 
Bases. Rutledge W. Howard, Boston, 


Mass. New England J. Med. 232:698- ° 


700, June 14, 1945. (Heavy grease and 
cold cream bases yield little sulfonamide 
to an aqueous medium. OiJl-in-water 
emulsion, stearate vanishing cream, ben- 
tonite and pectin-jelly bases yield high 
levels of the sulfonamides to an aqueous 
medium. In prescribing sulfonamides 
for local use, careful consideration must 
be given to the choice of a vehicle for 
the drugs. A table shows the constitu- 
ents of 10 ointment bases.) [One edi- 
tor states: “For some time we have used 
5 per cent sulfanilamide ointment, using 
lanolin for a base. Its advantages are 
that it adheres to the skin and is slowly 
absorbed, thus prolonging the action of 
the sulfa drug. Following personal sug- 
gestions from the editor, some manufac- 
turers have added preservatives so that it 
can be used in the tropics.” —Ep. | 

Gas Gangrene: A Study of 96 Cases Treat- 
ed in an Evacuation Hospital. Francis 
H. Langley (Lt. Col., Chief of Surgical 
Service) and Lawrence B. Winkelstein 
(Capt., M.C., A.U.S.). J. A. M. A. 
128:783-92, July 14, 1945. (The in- 
cidence of gas gangrene infection in bat- 
tle casualties in this area for 4 months 
was 16.0 per thousand. In prisoners of 
war the incidence was 62 per thousand, 
and in Americans and Free French 9.9 
and 12.3 per thousand respectively. 
Radical, extensive and thorough early 
surgery is the most important factor in 
prophylaxis and treatment. The sulfon- 
amides are not of much value, but 
penicillin in large doses was an excellent 
adjunct to surgery and antitoxin ther- 


apy. The latter has little value before 
operation but is indicated postoperative- 
ly. A minimum of 18 therapeutic doses 
is recommended in the absence of sensi- 
tivity and contraindications. Eleven pa- 
tients [11.5 per cent] died.) [The use 
of x-ray therapy in gas gangrene is still 
debated.—Ep. | 


Intra-Arterial Injection of Penicillin for 


Infections of the Extremities: Prelimi- 
nary Report. S. Thomas Glasser, John 
Herrlin, Jr., and Boris Pollock, New 
York, N. Y. J. A. M. A. 128:796- 
802, July 14, 1945. (Intra-arterial in- 
jection of penicillin yielded successful re- 
sults in 24 cases of severe infections of 
the extremities. There is greater local 
concentration of the drug by this route. 
Pain is relieved and amputation may be 
avoided in many instances. Lower am- 
putation sites are more frequently per- 
missible and primary closure of the 
stump in the presence of infection is suc- 
cessful. One injection may effect a cure 
in cases of inflammation without sup- 
puration or necrosis. “The method is 
rapid and economical in its effect.) [One 
editor has had a personal experience with 
this method and it has been extremely 
satisfactory.—E. | 


Penicillin and Sulfonamides in the Therapy 


of Actinomycosis: Report of Sixteen Ad- 
ditional Cases and In Vitro Tests of Sus- 
ceptibility of Actinomyces to Penicillin 
and Sulfadiazine. Leonard Dobson and 
Windsor C. Curring, San Francisco, 
Calif. J. A. M. A. 128:856-63, July 
21, 1945. (The 16 cases of actino- 
mycosis treated with sulfonamides or 
penicillin included 3 pulmonary, 2 ab- 
dominal, and 11 of the cervicofacial 
types. ‘Seven cases were cured and 7 
arrested, while 2 ended fatally. There 
appears to be a varying susceptibility of 
the actinomyces to sulfadiazine and peni- 
cillin, the former being slightly more ef- 
fective in certain cases. Both drugs, how- 
ever, are highly effective. ) 


The Effect of Penicillin on Heparin Toler- 


ance. Laurence E. Hines and Donald 


L. Kessler, Chicago, Ill. J. A. M. A. 
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128:794-96, July 14, 1945. (Death 
from extensive visceral hemorrhages oc- 
curred in 2 patients who had received 
penicillin therapy for bacterial endo- 
carditis, in spite of great symptomatic 
improvement after the initial doses of 
the drug, and in spite of almost complete 
healing of the endocarditis in 1 case. 
Studies on 10 patients receiving penicil- 
“lin showed profound effects on sensitiv- 
ity to heparin in 2 patients, no effect on 
the heparin tolerance curve in 3 patients, 
and slight but inconclusive increase in 5 
patients. ‘There was no change in the 
blood findings. It is suggested that he- 
parin tolerance or sensitivity tests be run 
when it is planned to use penicillin and 
heparin at the same time. ) 

Clinical Significance of Staphylococci: With 
Natural or Acquired Resistance to the 
Sulfonamides and to Penicillin. Wesley 
W. Spink, Wendell H. Hall, and Viola 
Ferris, Minneapolis, Minn. J. A. M. A. 
128:555-59, June 23, 1945. (The de- 
velopment of penicillin-resistant staphy- 
lococci during therapy is not a major 
problem. ‘This resistance is developed 
by exposure of the organisms to sub- 
lethal doses. ‘Therefore adequate doses 
of penicillin are indicated in severe infec- 
tions with eradication of avascular foci 
by surgical methods. The minimum 
dose suggested is 200,000 units every 24 
hours during the initial stages. Since some 


strains of coagulase-positive staphylococci 
are resistant to penicillin but sensitive to 
sulfathiazole or sulfadiazine, it might be 
desirable to consider a combined penicil- 
lin and sulfonamide therapy. Further 
investigations are urged.) 

Penicillin Treatment of Hand Infections. 
G. J. Grossmark and L. W. Plewes. 
Brit. M. J. 1:906-907, June 30, 1945. 
(Penicillin has been employed locally in 
the treatment of infections of the fingers, 
such as pulp whitlow, paronychia and 
web-space infections and in tendosyno- 
vitis of the fingers. In all but the cases 
of tendosynovitis, a penicillin cream was 
found to be the most effective method of 
application; removal of slough by ex- 
cision with a pair of sharp nail scissors 
proved to be of value. The penicillin 
cream was applied on fine-mesh gauze; 
dressings were changed every other day, 
when the cream was used. If liquid 
penicillin was used, dressings were 
changed daily. In tendosynovitis, pus 
from the sheath was aspirated and 1 to 
2 cc. penicillin injected through the same 
needle. ‘This method gave results su- 
perior to those obtained from any other 
method. The end results were good in 
all other cases of finger infection treated ; 
the most striking effect of the penicillin 
was the freedom from pain. Penicillin 
had no apparent beneficial effect in cases 
of acute osteomyelitis of the fingers. ) 


5. Tumors 


THE PRINCIPLE OF EXCISION AND DISSECTION IN CONTI- 
NUITY FOR PRIMARY AND METASTATIC 
MELANOMA OF THE SKIN 


GeorceE T. Pack, IsABEL SCHARNAGEL, and Mason Morrir 


New York, N. Y. 
Surgery 17:849-66, June 1945 


Wide surgical excision is the only 
proper treatment for malignant mel- 
anoma of the skin. This tumor pos- 
sesses such a degre of radio-resistance 


that x-ray and radium should never 
be employed in treatment as long as 
the tumor remains in an operable 
stage. The authors prefer wide sur- 
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gical removal by sharp dissection. It 
should be possible, in those instances 
in which the malignant melanoma has 
not yet metastasized, to effect a cure, 
providing local surgical removal is 
radical enough. 

If the melanoma is situated on the 
trunk, thigh, or upper arm, it is some- 
times possible to remove it with sacri- 
fice of a very large segment of skin 
and still effect primary closure of the 
wound without skin grafting. This is 
done by dissecting the skin flaps back 
widely on either side and making the 
incision relatively long. The removal 
of a liberal segment of skin contain- 
ing the tumor with a wide dissection 
of subcutaneous tissues and deep fascia 
overlying the muscles may make it 
possible to give sufficient relaxation so 
that the wound margins can be ap- 
proximated under tension without 
grafting. All malignant melanomas 
situated on the hands, feet, lower legs, 
forearms, and head and neck are to 
be removed with such wide sacrifice 
of skin that grafting becomes neces- 
sary. In the case of the face it may 
be possible to restore the defect by 
some plastic procedure such as sliding 
or transposed flaps. In the past sev- 
eral years the authors have consistent- 
ly planned each operation for melano- 
ma to include en masse both the pri- 
mary and metastatic tumors by the 
procedure which they refer to as ex- 
cision and dissection in continuity. 

The operation may be applied for 
all malignant melanomas situated in 
the skin draining into the cervical 
lymph nodes, the axillary lymph 
nodes, and the inguinal lymph nodes. 
Melanomas involving the superior 
two-thirds of the upper arm, the pec- 
toral region, scapular region, the ax- 
illary skin, and the skin in the infra- 
axillary region may be removed in 


continuity with a radical axillary dis- 
section by the procedure described. 
Melanomas involving the superior 
two-thirds of the thigh, the skin of 
the buttocks, or the iliac quadrant of 
the abdomen may be removed in con- 
tinuity with the radical groin dissec- 
tion. Malignant melanomas involv- 
ing the skin of the anus and the genf- 


tals, both male and female, may be 


removed in continuity with the lymph 
nodes in both right and left inguinal 
regions by a combination excision with 
bilateral groin dissection. 

In melanomas of the inferior ex- 
tremity, a multiple-stage procedure 
must usually be worked out. It is un- 
wise to remove a melanoma or epithe- 
lioma of the foot and, at the same 
time, dissect the groin even though 
metastases are evidently present, be- 
cause even here there may be metas- 
tases en route. Ten to 14 days at the 
most are permitted to elapse before 
the second stage or groin dissection is 
accomplished. The lymph nodes in 
the groin should remain to exercise 
their function as catch basins or filters 
for cancer cells which may be metas- 
tasizing at the time the primary can- 
cer is removed. The groin dissection 
should not be postponed too long if 
metastases are clinically evident; 
otherwise the hazard exists of secon- 
dary metastasis to the next higher re- 
lay or chain of nodes, too far removed 
superiorly to be surgically excised. 

The interval between the first ap- 
pearance of the primary lesion and the 
known recognition of metastasis in 
lymph nodes of the groin for malig- 
nant melanoma is only 15 months. 
The term “elective groin dissection” 
refers to the elective removal of 
lymph nodes in the groin even though 
they are not palpable and there is no 
clinical evidence of metastases being 
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present. This dissection should be 
done routinely for all melanomas of 
the extremity and genitals. Asa rule, 
6 weeks are permitted to elapse after 
the primary melanoma has been sur- 
gically excised before the second stage 
or elective groin dissection is done. 
Patients who refuse this procedure 
are kept under close and frequent ob- 
servation. Six cases are reported in 
detail. 4 references. 12 figures. 


REFERENCES TO CURRENT ARTICLES 
Neoplasms Observed in an Army General 
Hospital. Arthur J. Present (Major, 
M.C., A.U.S.). Am. J. Roentgenol. 
54:47-53, July 1945. (Among 3,045 
admissions to an Army general hospital, 
there were 45 cases of tumor, 28 be- 
nign and 17 malignant. ‘Tumors of the 
bone and skin predominated among the 
benign tumors. The malignant tumors 
included 4 cases of carcinoma of the lip 
and 4 cases of adenocarcinoma of the 
rectum and sigmoid. The average age 
of the patients with benign tumors was 
22 and of the patients with malignant 
tumors was 29 years. Three cases of 
benign tumor are reported in detail: 1 
case of dermoid cyst and 1 case of tera- 
toma of the mediastinum and 1 case of 
benign fibroma of the stomach with 
myxomatous degeneration of its central 
portion. Radiograms of these cases are 
presented. 9 references. 8 figures. 2 
tables. ) 
resternal Cyst: Report of a Case. Wil- 
liam D, Seybold and O. Theron Clag- 
ett, Rochester, Minn. J. Thoracic 
Surg. 14:217-20, June 1945. (A wom- 
an, 55 years old, was admitted for a 
small mass over the sternum which had 
been present as long as she could re- 
member but which had recently begun 
to discharge a thin milky fluid. A sub- 
cutaneous cyst was removed. It was 
lined with ciliated pseudocolumnar epi- 
thelium. Its walls were thin and con- 
tained mucous glands, cartilage, vessels 
and nerves. The cyst bore a striking re- 


semblance to bronchogenic cysts of the 
mediastinum. Apparently no cyst of the 
latter type has previously been described 
outside of the thoracic cavity. This cyst 
was probably a mediastinal cyst that had 
migrated into a presternal position, or 
possibly a teratoma, according to the 
authors. ) 


Multiple Carcinomas: A Case of Four 
Consecutive Primary Carcinomas with 
Apparent Cure. C. A. Holland, Phila- 
delphia, Pa. J. A. M. A. 128:356-59, 
June 2, 1945. (Four primary carcino- 
mas located in different organs were dis- 
covered in a woman 55 years old. “Two 
were treated by radical surgery and 2 
by roentgen therapy, apparently with 
complete cure. An adenocarcinoma was 
resected from the right breast, and 6 
years later* x-ray therapy was adminis- 
tered for microscopically verified carci- 
noma of the thoracic esophagus. During 
treatment for the latter, a small basal 
cell carcinoma of the left cheek was also 
treated by irradiation. “Two years later, 
operation was performed for adenocar- 
cinoma of the colon. ‘Twenty-eight 
months later, the patient had no evidence 
of malignant disease, having recovered 
completely from a cholecystectomy for 
gallstones developing in the interim. 
This is one of the first recorded cases 
of carcinoma of the esophagus with a 5- 
year cure following x-ray therapy. ) 

Isolated Myeloma in a Fourteen-Year-Old 
Boy. Justus Kaufman, New York, 
N. Y. Am. J. Surg. 69:129-32, July 
1945. (In this case of isolated myeloma 
of the skull in a boy of 14 years a coinci- 
dent myelogenous leukemia was discov- 
ered in the family. The lesion in the 
present case was treated by a combina- 
tion of surgery and x-ray and follow-up 
for about 4 years indicated apparent re- 
covery. The natural course of myeloma 
is about 3 years with fatal termination. 
The evidence favors the theory of mul- 
tiple simultaneous origin of myeloma in 
association with generalized bone mar- 
row hyperplasia or myelomatosis. ) 
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‘6. Neurosurgery 


See Index for Related Articles 


7. Skull 


EXPERIENCES WITH 156 PENETRATING WOUNDS 
OF THE HEAD 


WiiiraM C. Gaynor (Major, M.C., A.U.S.) and Jack Gurwirz 


(Major, M.C., A.U.S.) 
Ann. Surg. 122:12-22, July 1945 


In a series of 156 cases of penetrat- 
ing wounds of the skull, the dura was 
lacerated or penetrated in 137 cases, 
intact in 19 cases; major blood vessels 
were involved in 26 cases. Most of 
the patients were soldiers in the 
fourth or fifth decade of life, but the 
group included some civilians injured 
in combat zones, so that the ages 
varied from 1 to 65 years. Patients 
were admitted to the hospital from 1 
to 72 hours after injury, the average 
time being 12 hours. *It has been 
found that patients with head wounds 
tolerate transportation well before op- 
eration, but poorly for 4 or 5 days 
after operation. Operation should not 
be undertaken unless adequate neuro- 
surgical facilities are available, but it 
should be delayed as little as possi- 
ble. In the Army it has been found 
that the Forward Evacuation Hospi- 
tal is the best place for operating on 
head injuries as the facilities are ade- 
quate and the delay necessary for 
evacuation to a Base Hospital is 
avoided. 

On admission to the hospital a com- 
plete physical examination, including 
a thorough neurological examination, 
is made and treatment for shock or 


impending shock is given. When the 
shock is under control, roentgeno- 
graphic studies are made. While be- 
ing prepared for operation, the pa- 
tient is given preoperative medication 
—barbiturates, morphine and atropine 
or scopolamine. No untoward reac- 
tions to morphine in doses up to 10 
mg. were observed, while it has defi- 
nitely aided induction of anesthesia. 
In the last 40 cases of the series re- 
ported, penicillin was given preopera- 
tively; prior to that, sulfadiazine was 
given intravenously when delay in 
operation was necessary. 

While intravenous pentothal sodi- 
um was the anesthetic employed in a 
number of the earlier cases in the 
series, the authors have found endo- 
tracheal ether to be the anesthetic of 
choice. Plasma was given while the 
patient was being anesthetized, and at 
least 500 cc. of whole blood were 
available for use during the operation 
if necessary. 

In the excision of the wound, the 
removal of skin was conservative, 
using linear incisions and carefully 
undermining the scalp. While in ci- 
vilian practice the importance of the 
elevation of depressed fractures is 
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emphasized, in most penetrating head 
wounds in combat areas the bone is 
usually so comminuted that elevation 
and preservation of the bone are im- 
possible. In 19 cases of the series the 
dura was intact, but, if there was lack 
of pulsation, subdural investigation 
was considered to be indicated and was 
done in 14 cases. Definite subdural 
pathological lesions were found in all 
these cases. The tract was débrided 
by suction under direct vision, em- 
ploying lighted retractors, until firm 
brain tissue was found. Special care 
was taken to remove all bone chips, 
as any bone chips left in the brain are 
a nidus of infection. The removal of 
metallic foreign bodies was also con- 
sidered desirable, and, after débride- 
ment by suction, a specially devised 
long magnet tip (7 inches) was used 
for this purpose. 

In closing the wounds, hemostasis 
was completed and either sulfanila- 
mide or, more recently, penicillin was 
employed in the wound. In most cases 
a graft was necessary for closing the 


dura; temporal fascia, pericranium or 
galea has been used; and for the last 
33 grafts cadaver dura was employed, 
with no early untoward results. The 
scalp was closed in two layers, or in 
three layers when the temporal mus- 
cles were involved. Oxygen was given 
by nasal catheter to all these patients 
for at least 12 hours after operation. 
Other wounds were present in 103 
cases in this series; the treatment of 
the head wound usually followed the 
treatment of the other wounds. In 
the more severely injured patients, 
the surgical treatment was carried out 
in stages. 

There were 17 deaths in this series, 
an operative mortality of 10.8 per 
cent. This includes 1 patient sent out 
during an emergency evacuation. A 
follow-up of the surviving patients 
has been very satisfactory. The most 
serious postoperative complications re- 
sulted from a bombing of the hospital, 
in which several of the patients sus- 
tained other injuries but all survived. 
Case reports of 17 patients who died 
in the hospital are given. 


OSTEOMYELITIS OF THE SKULL—ITS TREATMENT WITH 
PENICILLIN AND REPAIR OF THE DEFECT 
WITH TANTALUM 


Max T. ScunirKer (Major, M.C., A.U.S.) and Witt1am D. McCartruy 


(Capt., D.C., A.U.S.) 
Surgery 18:94-115, July 1945 


Osteomyelitis of the frontal bone, 
secondary to sinus infection, is a seri- 
ous surgical disease because of the dif- 
ficulty in limiting spread of the infec- 
tion. The causative organism in most 
cases is the Staphylococcus aureus or 
albus. Penicillin is an excellent bac- 
teriostatic agent in these cases so that 
the infectious process is brought under 


control rapidly, permitting early sur- 
gical removal of the diseased bone. 
Penicillin is not a substitute for sur- 
gery in this condition; surgical exci- 
sion of the diseased bone is necessary 
in most instances. It can be done as 
soon as the infection is controlled by 
penicillin, at which time primary 
closure of the scalp is a feasible pro- 
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cedure. This method of treating 
frontal osteomyelitis is revolutionary 
and is the treatment of choice. 

A small percentage of patients may 
recover under penicillin alone, but 
their progress must be observed care- 
fully lest the process flare up again at 
a later date and/or the patient become 
penicillin-resistant, which would elim- 
inate its future use in that particular 
infection. The correction of the post- 
operative defect in the frontal bone 
and glabella region is carried out pref- 
erably at a secondary operation, at 
least 3 months after the primary op- 
eration. This allows complete eradi- 
cation of the infection in the frontal 
sinus region as well as complete clo- 
sure of the nasofrontal duct by granu- 
lation tissue. The authors have found 
tantalum plate (0.015 inch thick) 
very satisfactory for use as an allo- 
plastic method in the restoration of 
the normal contour of the frontal 
bone. This metal can be molded or 
pounded in the cold state and made 
to cover the defect smoothly and sol- 
idly. The plate causes no discomfort 
to the patient. A method of prepara- 
tion of tantalum plate, using dental 
materials, and its insertion to cover a 
large defect in the frontal bone are 
described. Three cases are reported 
in detail. 17 references. 19 figures. 


REFERENCES TO CURRENT ARTICLES 
Stainless Steel Wire-Mesh in the Repair of 


Small Cranial Defects. Edwin Boldrey, 
San Francisco, Calif. Ann. Surg. 121: 


4 


C 


821-25, June 1945. (The use of wire 
mesh in repair of small cranial defects 
was first tried on large dogs and yielded 
good results. Next the method was tried 
on a patient, using both (.0065-inch 
[40 X 40] and 0.0075-inch [28 * 28] 
screen. This method was employed for 
more than 18 months and was found 
satisfactory. “There were no ill effects. 
Finer wire and mesh are easier to work 
with and give better results than coarser 
types. The size of the piece required is 
determined by direct measurement. In 
defects due to bur holes a layer of screen 
is placed between the dura and skull be- 
fore replacing the bone flap. This re- 
mains in position without suture. An- 
other piece is added outside of the skull, 
as double mesh gives better cosmetic re- 
sults. Methods for use in larger defects 
are described. ) 

ymplete Avulsion of the Scalp: Review of 
Literature and Case Report. Lester W. 
Eisenstodt, Newark, N. J. Am. J. Surg. 
68:376-82, June 1945. (A. totally 
avulsed scalp may be reapplied to the 
head after proper surgical preparation to 
serve as an excellent protective dressing, 
preserving the pericranium and permit- 
In 
the case reported, compressed air treat- 
ment and scarlet red ointment [5 per 
cent| were used to heal 2 resistant areas. 
After placing sulfathiazole crystals in the 
wound, the sections of scalp were ap- 
plied. 
taneously, leaving a granular base. Sul- 
fathiazole powder and continuous wet 


ting normal granulations to form. 


The grafts finally separated spon- 


1:3300 azochloramide pressure dressings 
were applied daily. ‘The hair had been 
salvaged and was made into a prosthesis. 
A small piece of cloth was worn uniler 
it and changed daily. ) 
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8. Brain 


See Index for Related Articles 


9. Spine and Spinal Cord 


FRACTURE OF THE ATLAS: 


REVIEW AND PRESENTATION 


OF DATA ON EIGHT CASES 


Joun J. Hincney and Witiiam H. BickeL 


Rochester, Minn. 
Ann. Surg. 121:826-32, June 1945 


The differential diagnosis of frac- 
ture of the atlas is not usually difficult. 
Infections of the atlas are rare and are 
usually of syphilitic or tuberculous 
type; they can be differentiated by 
history, general examination and labo- 
ratory and roentgenographic findings. 
This is true also of metastatic carci- 
noma. Arthritis of the upper cervical 
vertebrae may at times be indistin- 
guishable from an old fracture, par- 
ticularly if a history of injury is elic- 
ited. Roentgenographic studies of the 
atlas should be made in cases of occip- 
ital neuralgia, particularly those in 
which there is any history of trauma. 

Treatment of fractures of the atlas 
has become fairly well standardized; 
good results have been obtained with 
most means used. Four to 6 Ibs. (1.8 
to 2.7 kg.) of head traction in bed, in 
straight extension, is usually sufficient 
for immediate relief of symptoms, 
though occasionally more is needed. 
A Sayre sling will suffice for this. Re- 
laxation of neck muscles is quickly ob- 
tained, and in a few days a plaster en- 
casement or a leather collar may be 
applied to immobilize the neck. 
Should the fracture be complicated by 
a tendency to subluxate, the traction 


may have to be continued for 3 to 4 
weeks before use of a collar. Six to 
8 weeks after uncomplicated injury 
the patient is re-examined and new 
roentgenograms are taken. The col- 
lar is discarded at any time from 8 
weeks to 4 months, depending on the 
progress of the patient and the roent- 
genographic findings. After removal 
of the collar, return of function is ma- 
terially aided by physical therapy. 
Stiffness and limited motion of the 
neck are stubborn residua of such in- 
juries. Though it may require some 
months, ultimate return of function is 
almost always complete. When com- 
plicated by greater occipital neuralgia, 
however, persistent pain may require 
surgical intervention. Lack of callus 
formation is characteristic, delayed or 
incomplete union occurring regularly 
and nonunion frequently. 

Data on the 8 cases encountered at 
the Mayo Clinic are summarized in a 
table. Sex incidence was about equal; 
ages ranged from 16 to 63 years. 
Trauma consisted of falls on head, 
blows on head, collisions, and twisting 
of the neck under water. There were 
6 isolated fractures of the atlas; in 1 
case a fracture of the second right rib 
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was associated, and in the other a frac- 
ture of the laminae of the axis with a 
dislocation of the axis forward on the 
third cervical vertebra. The posterior 
arch alone was fractured in 5 cases, 
the posterior and anterior arches were 
fractured in 2, and the articular facet 
was fractured in the remaining case. 
Treatment included various combina- 
tions of traction, rest in bed, encase- 
ment and collars. In 3 cases the re- 
sults were classed as excellent, in 2 as 
good, in 2 as fair and in 1 case as poor. 
These fractures rarely unite, but there 
is rarely any ultimate disability, al- 
though stiffness and limited motion 
of the neck may persist for several 
months. 14 references. 4 figures. 


REFERENCES TO CURRENT ARTICLES 


Tuberculosis of the Spine: A Case Report. 
David M. Bosworth, New York, N. Y. 
J. Bone & Joint Surg. 27:491-93, July 
1945. (A case is reported in which, 5 
years following fusion of the spine for 
tuberculosis, autopsy revealed no evi- 
dence of tuberculosis. A paravertebral 
abscess in the thoracic region was taken 
as diagnostic evidence of tuberculosis of 
the spine. Left and right hemifusion 
was performed, and some years later the 
fusion was extended because of low cer- 
vical pain. The patient died of hemi- 
plegia. It is emphasized that complete 
pathologic as well as clinical cure may be 
obtained in this disease. Death in this 
case was due to multiple emboli and in- 
farctions of the lung, kidney, and pre- 


sumably the brain. Bronchopneumonia 
was a terminal finding. ‘The source of 
the emboli was atherosclerosis of the 
aorta with ulceration. ) 

The Intervertebral Disc: Its Microscopic 
Anatomy and Pathology, Part III. 
Pathological Changes in the Interverte- 
bral Disc. Mark B. Coventry, Ralph 
K. Ghormley, and James W. Kernohan, 
Rochester, Minn. J. Bone & Joint Surg. 
27:460-74, July 1945. (The pathologi- 
cal changes studied in this series include 
hypertrophic arthritis, nuclear expan- 
sions, ballooned disks, nuclear herniations 
into the vertebrae [Schmor]! bodies], an- 
terior and posterior nuclear protrusions, 
calcification of the nucleus pulposus, in- 
fections of the disk, and invasion by 
malignant tumors. ) 

Epidural Spinal Abscess. Francis C. Grant, 
Philadelphia, Pa. J. A. M. A. 128: 
509-12, June 16, 1945. (In a series of 
14 cases of epidural spinal abscess, 6 
were acute, 3 subacute, and 5 chronic. 
All patients were operated on. Of the 
6 patients with acute abscess, 2 died fol- 
lowing laminectomy and 4 recovered, 2 
with serious neurologic sequelae. “Two 
patients recovered function completely 
following prompt decompression and 
drainage. All 3 cases of subacute ab- 
scess survived, 2 with satisfactory resto- 
ration of function. Of the 5 chronic 
cases, 1 died following operation, and 
of the 4 survivors only 1 had complete 
return of leg power and sphincteric con- 
trol. Diagnostic measures to favor earl} 
recognition of these cases are suggested. 
Immediate laminectomy and the use of 
sulfonamide locally and orally are rec- 
ommended. ) 
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10. Peripheral Nerves 


CAUSALGIC STATES IN PEACE AND WAR 


GEzA DE TAKATs 
Chicago, III. 
J. A. M. A. 128:699-704, July 7, 1945 


Whereas burning pain associated 
with edema, glossy skin and a local 
rise in temperature is well known to 
follow certain partial injuries of the 
major nerve trunks, there is another 
large group in which the origin and 
level of sensory stimulation are not 
frankly obvious. Such patients must 
be differentiated from patients suffer- 
ing from purely psychogenic disor- 
ders, which occur after trauma follow- 
ing industrial accidents or war inju- 
ries. Recognition of a lesion of the 
second neuron is not difficult when 
other localizing signs are present. 
The first neuron lesion, if unrecog- 
nized or mistreated, may ascend to 
this level and produce the same dif- 
fuse intractable dysesthesias, with mir- 
ror images to contralateral, symmetri- 
cal areas. 

Sensory phenomena after lesions of 
the highest third neuron are not un- 
known. Cortical trauma, the infarcted 
cortex with an intractably painful 
hemiplegia, and certain cortical tu- 
mors do produce painful vasomotor 
phenomena not unlike  causalgia. 
Originating from lower sensory lev- 
els, the barrage of continuous im- 
pulses may so stamp their impression 
on the sensory cortex that it becomes 
the seat of projected, self-propelled 
impulses to the periphery, as in the 
phantom limb. Of 6 patients reach- 
ing such a state from trauma in the ex- 
tremities, 1 committed suicide, 2 are 
in institutions and 3 are addicted to 
morphine. 


The value of such segmentation of 
sensory neurons lies in the ability of 
selecting the proper level of attack for 
treatment. The early causalgic state, 
characterized by burning, throbbing 
pain relieved by suprasystolic com- 
pression of the limb, by elevation, by 
cooling or by moisture, is still local- 
ized to the area of stimulation. When 
the site of trauma is infiltrated with 1 
per cent procaine, the sensory stimuli 
are blocked and the secretion of the 
vasodilator substances is inhibited. If 
local infiltration fails to relieve the 
pain projected to that area, the stimu- 
lus has progressed to a higher level. 
If infiltration of an amputation neu- 
roma does not relieve the painful 
stump or the phantom limb, a local 
excision will not be of benefit. 

In the stage of a spreading neural- 
gia, with which osteoporosis is fre- 
quently associated, a block of the 
paravertebral sympathetics is advis- 
able. Much relief can be obtained in 
causalgias in this second stage of 
spreading hyperalgesia by repeated 
sympathetic block. Should the syn- 
drome recur shortly after the block, 
a sympathectomy, providing loss of 
vasomotor tone, is indicated. If sym- 
pathetic block fails to relieve the pain, 
sympathectomy should not be under- 
taken. Cutting of the spinothalamic 
tract (chordotomy) seems the logical 
procedure for a lesion of the second 
neuron. If local infiltration, periph- 
eral nerve block, sympathetic block 
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and spinal anesthesia fail to relieve 
the causalgic pain, there remains a se- 
lection of tractotomies at different lev- 
els of the central nervous system. 
Early diagnosis and immediate 
treatment save much suffering and 


eliminate permanent disability. The 
true hysterical lesion shows no vaso- 
motor changes except those due to im- 
mobility. Six illustrative case histories 
are reported in detail. 24 references. 
5 figures. 


TRAUMATIC ISCHAEMIA OF THE PERIPHERAL NERVES, 
WITH SOME OBSERVATIONS ON VOLKMANN’S 
ISCHAEMIC CONTRACTURE 


ATHOL R. ParRKEs 
Brit. J. Surg. 32:403-14, Jan. 1945 


At a Peripheral Nerve Injuries 
Centre in Scotland, a number of cases 
of limb injury complicated by multi- 
ple nerve lesions have been observed. 
The cause of these nerve lesions could 
not at first be determined, but it was 
later concluded that they were due to 
ischemia of the nerve trunks caused 
by pressure of extravasated blood and 
tissue fluids beneath the deep- fascia 
of the limb. Fifteen cases are de- 
scribed in detail. In most of these 
cases there was a history of injury to 
the limb, followed by swelling or 
other signs of circulatory disturbance. 
The function of all the deep nerve 
trunks of the affected part was dis- 
turbed, in most cases amounting to 
complete paralysis. Sensory loss pre- 
dominated with anesthesia spreading 
gradually from the digits centripetal- 
ly. The anesthesia was often of the 
“slove” or “stocking” type and oc- 
casionally was considered hysterical. 
During the early stages and during 
recovery, dissociation between the 
various forms of sensation was noted. 
Delayed response to pin prick is noted 
in most cases at some stage. Motor 
loss, if present, may be limited to the 
intrinsic muscles of the hand or foot, 
but occasionally involves more proxi- 
mal muscles. In later stages muscle 


contractures are seen, but are usually 
mild and rarely of the true Volkmann 
type. Most of these patients recover 
spontaneously, but if recovery does 
not take place within a few weeks of 
injury it is likely to be very slow and 
dependent upon nerve regeneration. 

The possible causes of these multi- 
ple nerve lesions are considered in 
detail, including direct mechanical in- 
jury to the nerve trunks, involvement 
of the nerve trunks in callus or scar 
tissue, circulatory disturbances affect- 
ing peripheral nerve endings, trau- 
matic arterial spasm (or ligation), and 
pressure beneath the fascia from ex- 
travasation of blood and tissue fluids 
with resulting ischemia of the nerve 
trunks. While most of the nerve le- 
sions in the present series of cases may 
be best explained by ischemia of the 
nerve trunks due to one or both of the 
possible causes mentioned above, it is 
emphasized that the clinical picture of 
ischemia may be obscured by coinci- 
dental mechanical injury to one or 
more nerves. 

If the ischemia has led to degenera- 
tion of the nerve fibers, little can be 
done in the way of treatment apart 
from splinting, physiotherapy, etc. In 
such cases recovery will depend upon 
the extremely slow process of nerve 
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regeneration. If diagnosis is uncertain 
or ischemia possibly due to involve- 
ment of the nerve in scar tissue, ex- 
ploration may be indicated. In many 
cases peripheral degeneration of the 
nerves might have been prevented by 
early recognition of the condition and 
proper surgical therapy designed to 
relieve ischemia. In cases of arterial 
spasm, various measures have been 
recommended such as forcing collat- 
eral circulation by raising the body 
temperature, heating of the unaffect- 
ed limbs, oxygen therapy by the 
B.L.B. mask, injection of antispas- 
modics such as papaverine, and para- 
vertebral or intrathecal injections of 


novocaine. In most cases, however, 
early exploration of the artery, with 
periarterial stripping and _ possibly 
arteriectomy, is recommended. In the 
presence of intense swelling with an- 
esthesia spreading from the digits 
centripetally, tension in the limb may 
be relieved by free incision of the deep 
fascia. This procedure is justified 
even though a peripheral pulse is 
present and it may mean converting a 
simple into a compound fracture, be- 
cause the disability resulting from 
ischemic nerve lesions may be pro- 
longed. Closed plaster treatment is 
contraindicated under these conditions 
of disturbed circulation. 18 refer- 
ences. 11 figures. 


THE FAILURE OF WHOLE FRESH HOMOGENOUS 
NERVE GRAFTS IN MAN 


R. GLEN Spur LING (Col., M.C., A.U.S.), W. R. Lyons (Capt., Sn. C., A.U.S.), 


B. B. Wurrcome (Capt., M.C., A.U.S.), and Barnes WoopHALL 
(Major, M.C., A.U.S.) 
Washington, D. C. 
J. Neurosurg. 2:79-101, March 1945 


The authors analyze the histologic 
changes in a number of whole fresh 
homogenous nerve grafts, placed in 
peripheral nerve defects in man subse- 
quent to extensive gunshot wounds of 
the upper and lower extremities. In 
each of the eight grafts studied, there 
was no clinical evidence of nerve re- 
generation after an appropriate time 
interval had elapsed, following trans- 
plantation of the neural tissue. When 
failure of clinical regeneration was 
manifest, the grafts were exposed un- 
der local anesthesia and stimulation 
studies with a bipolar faradic current 
were performed. At the termination 
of the secondary operation, the en- 
grafted segment, including adjacent 
proximal and distal nerve areas, was 


excised and was replaced, in 7 of the 
8 cases, with a nerve graft of a differ- 
ent character. The pathologic speci- 
mens were fixed in 10 per cent forma- 
lin, embedded in paraffin, and stained 
with Bodian’s protargol method for 
nerve fibers, counterstained in iron 
hematoxylin and aniline blue. 

In order to complete the clinical 
record of these patients, the statement 
may be made again that all 8 whole, 
fresh homogenous grafts, inserted by 
4 different operators using almost 
identical operative technics, were ab- 
ject clinical failures. On the other 
hand, it was quite possible to demon- 
strate the growth of neuraxes into the 
proximal portion of the graft for 
varying distances in each individual 
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case, a growth, however, that failed 
to mature under the influence of sev- 
eral adverse factors. In 2, nerve fibers 
were indeed demonstrated in the dis- 
tal portion of the graft. The basic fac- 
tors of growth implied in the terms 
“autograft,” “homograft” and “het- 
erograft” are not known, but their 
effects may be visualized in tissue 
stains. These’ tissue changes and the 
more obvious changes relating to tech- 
nical procedures and mechanical haz- 
ards are discussed under the follow- 
ing headings: (1) Time interval be- 
tween injury and operation, (2) The 
condition of the wound, (3) The con- 
dition of the herve stumps prior to 
grafting, (4) The postoperative 
course, (5) The operative technic, 
(6) The source of the graft, (7) The 
influence of blood groups, (8) The 
vascular supply of the homografts. 
The authors are convinced from 
their experiences that definitive sur- 
gery of peripheral nerve injuries 
should encompass the possibility of 
early nerve grafting. It is apparent 
that the nerve fibers of-the host nerve 


can penetrate such engrafted segments 
in appreciable numbers. From an 
evaluation of the dense fibrotic reac- 
tion that concomitantly invades such 
grafts, it is clear that maturation of 
such nerve fibers is improbable. Al- 
though whole, fresh homografts fur- 
nish an easily accessible source for hu- 
man nerve grafting, their further 
clinical use must be decried. A study 
of such grafts has disclosed several 
factors, in addition to tissue incom- 
patibility, that may influence to a con- 
siderable degree the success or failure 
of any type of nerve grafting. The 
stimulus behind nerve fiber regenera- 
tion is a potent one. The actual bridg- 
ing of the gap between regenerating 
fibers and the distal nerve may be 
realistically achieved by the summa- 
tion of a multitude of laboriously 
achieved technical and biological re- 
finements. It will not be achieved by 
the use of any all-encompassing meth- 
od of grafting such as is implied by 
the words “homograft” or “auto- 
graft.” Two cases are reported in 
detail. 9 references. 24 figures. 


“DELAYED RECOVERY” IN PERIPHERAL NERVE LESIONS 
CAUSED BY HIGH VELOCITY PROJECTILE WOUNDING 


W. K. Livincsron (Comdr., M.C., U.S.N.R.), E. W. Davis (Lt. [jg], M.C., 
U.S.N.R.), and K. E. Livincsron (Lt. [jg], M.C., U.S.N.R.) 
J. Neurosurg. 2:170-79, March 1945 


The authors have analyzed the his- 
tories of 154 men with lesions involv- 
ing one or more of the 3 major nerves 
to the hand, whose wounds were due 
to projectiles. In 80 cases the wound- 
ing agent was a bullet, and in 75 in- 
stances the agent was a metallic frag- 
ment from a shell, grenade, or mine, 
which has been called “shrapnel.” 
One man sustained separate bullet 
wounds affecting major nerves in each 


arm, so that the series comprises 155 
case reports. 

The immediate effects of wounding 
varied widely in duration in individ- 
ual cases, but, after the period of total 
paralysis had passed, a gradual resto- 
ration of function appeared in the 
hand. The case histories, as a whole, 
indicate that the energies released by 
the passage through the tissues of a 
high velocity projectile are capable of 
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paralyzing, or at least seriously de- 
pressing, for weeks or months the 
function of nerves beyond the path of 
the projectile. 

Of the 132 patients on whom 
studies are reasonably complete, 3 
were discharged with irreparable 
damage to nerves, 20 proved by oper- 
ation to have had the nerve complete- 
ly severed, and 4 had partial lesions 
requiring resection of the nerve. The 
figures from this series would seem 
to indicate that, in wounds due to high 
velocity projectiles, 4 out of 5 of the 
most seriously damaged nerves escape 
complete disruption of continuity. If 
the less seriously damaged nerves, in 
which the delay in recovery was not 
so prolonged, were taken into con- 
sideration, the ratio would be still 
higher. 

In spite of escape from complete 
disruption, these nerves sustain pro- 
found intrinsic and _ physiologic 
changes. Transient paralyses may be 
of a functional nature. All nerves 
that remain functionless for periods of 
time measured in months will show 
pathologic changes. In some of these, 
multiple microscopic injuries are scat- 
tered throughout the nerve trunk for 
considerable distance. In others, per- 
haps the large majority, there will be 
gross pathologic changes present. It 
is possible that some of these nerves 
with gross lesions in continuity will 
never recover function spontaneously. 
In such instances, early resection, fol- 
lowed by an immediate end-to-end 
anastomosis, is highly desirable. The 
difficulty lies in selecting the cases that 
cannot recover spontaneously, from 
the larger number that had best be 
left alone. 

A successful anastomosis, done 
early, not only represents an impor- 
tant reduction in the disability period 


but, in addition, may result in a more 
complete restoration of function than 
could be secured by a later operation. 
A careful exposure of the lesion 
should do little harm, complete in- 
terruptions of continuity could be re- 
paired immediately, and important 
observations could be made as to the 
exact nature of the local lesion. A 
rigid enforcement of a policy making 
it incumbent upon all surgeons to ex- 
plore all nerve injuries within the first 
few weeks of wounding might do 
more harm than good. The authors’ 
observations have led away from a 
rigid policy for early exploration 
There are a number of conditions that 
would indicate exploration of the le- 
sion at as early a time after wounding 
as possible. If the nerve is visualized 
readily a® the time of the original 
débridement and is seen to be divided, 
an attempt at suture should be done 
immediately. If the nerve ends can- 
not be approximated, they should be 
fixed to the surrounding tissues by a 
metallic suture, as close to one an- 
other as possible. If the patient suf- 
fers from intractable and persistent 
pain, it may be necessary to explore 
the wound at an early date. If the 
projectile passes through such regions 
as the wrist, the elbow or the musculo- 
spiral groove, where the nerves are 
relatively fixed and hence less likely 
to escape injury, it would seem ad- 
visable to explore early, provided, of 
course, that the paralysis was com- 
plete. Exploration of these sites 
would be especially indicated when 
the injury was complicated by frac- 
ture of the adjacent bone. But, if the 
wound occurs in an area where the 
nerve is not fixed, if the theoretical 
path of the projectile between the 
wounds of entrance and exit does not 
correspond exactly to the nerve loca- 
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tion, and particularly when the 
wounding agent is a high velocity 
projectile, it is certainly justifiable, 
and perhaps indicated, to delay ex- 


ploration until a period of study and 
a careful evaluation of the case have 
been completed. 6 references. 3 fig- 
ures. 


THE DIAGNOSIS AND SURGICAL TREATMENT OF 
PERIPHERAL NERVE INJURIES 
LoyaL Davis 


Northwestern Univ. Medical School, Chicago, II] 
M. Clin. North America, Chicago No.:9-29, Jan. 1945 


The peripheral nerves most com- 
monly injured are those of the upper 
extremity—the radial, the median, 
and the ulnar nerves. Injuries to 
these nerves produce characteristic de- 
formities of the hand. Simple tests 
for motion, and for sensation in in- 
juries of the median and ulnar nerves, 
are sufficient to confirm the “diagnosis 
of injury to these nerves. The radial 
nerve is almost entirely a motor nerve 
with only a small sensory component, 
so that there is loss of sensation only 
in a small area. In injuries of the 
brachial plexus, the function of each 
muscle of the upper extremity should 
be examined and designated as weak 
or paralyzed on a chart which shows 
the brachial plexus and the muscles 
supplied by each of its divisions. In- 
jury to the sciatic nerve or to the pe- 
roneal nerve produces characteristic 
deformities of the foot; tibial nerve 
injuries are rare. Tests for motion 
and sensation are employed in the 
diagnosis of these injuries. 

Muscles paralyzed because of pe- 
ripheral nerve injury do not react to 
the faradic current; immediately after 
injury they are hyper-reactive to the 
galvanic current, but this disappears 
after 2 weeks. Then the normal reac- 
tion to this current is replaced by a 
slow contraction of the muscle sarco- 
plasm, the only contractile tissue re- 


maining. Recent experimental work 
has indicated that, by the use of elec- 
trical currents of varying duration and 
strength, it will be possible to deter- 
mine whether degeneration of a pe- 
ripheral nerve is complete and surgi- 
cal repair is indicated, or whether re- 
generation 1s occurring 1n a nerve that 
has been repaired before there is clin- 
ical evidence of return of muscle func- 
tion. Peripheral nerve injuries can be 
differentiated from severed tendons, 
ischemic paralysis and inflammatory 
reactions by tests of motion and sensa- 
tion and by electrodiagnosis. Where 
the major arteries of an extremity 
have been injured, loss of function re- 
sults, although there is no direct in- 
jury to the peripheral nerve; this is 
to be attributed to interruption of the 
blood supply of the nerve. 

In some cases observed by the au- 
thor, the clinical signs indicated com- 
plete interruption of a_ peripheral 
nerve due to injury by fragmented 
Oerlikon shells; yet at operation it 
was found that the nerve trunk had 
not been injured anatomically, but 
had been “concussed” by the high ve- 
locity fragment. While surgical re- 
pair of the nerve is not indicated in 
such cases, exploratory operation is 
the only method of determining the 
real nature of the lesion. 

In the treatment of peripheral 
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nerve lesions that require surgical re- 
pair, operation should be done as early 
as possible. The author’s practice is 
to suture a divided peripheral nerve 
immediately after surgical cleansing 
and débridement of the wound not 
more than 6 hours after injury. The 
nerve can also be sutured from 6 to 
12 hours after injury if a sulfonamide 
powder is introduced into the wound 
before closing. If sulfathiazole jelly 
is introduced deeply into a penetrat- 
ing wound, infection will not develop 
if surgical cleansing and débridement 
are carried out as late as 18 hours 
after wounding when sulfonamide 
powder is introduced into the wound 
at the time of operation and nerve re- 
pair. In wounds of the peripheral 
nerves received during the African 
campaign, it was found that wounds 
that had been infected and had healed 
could be reopened and nerve repair 
done much earlier than formerly, be- 
cause sulfonamide powder was used 
in the wound at the time of secondary 
operation and nerve repair. Experi- 
ments have proved that sulfonamides 
so used do not interfere with the re- 
generation and healing of the nerve 
fibers and the suture line. An end-to- 
end anastomosis of a severed nerve 
should be done wherever possible. If 
the defect is too large for anastomo- 


sis, nerve grafts may be employed. 
The most successful nerve graft, in 
the author’s experience, is a fresh 
autogenous graft. Thus, if both the 
median and ulnar nerves are injured 
with a loss of continuity that cannot 
be repaired by anastomosis by chang- 
ing the position of adjacent joints, a 
portion of the ulnar nerve may be 
used to repair the median nerve, in 
order to obtain a uSeful hand. Like- 
wise, a portion of the tibial nerve may 
be used to repair the peroneal or the 
sciatic nerve. The next best type of 
nerve graft is a fresh homogenous 
graft obtained from an amputated ex- 
tremity; vascularization of the graft 
is important for it to function as a 
bridge between divided nerve ends, 
which explains the failure of fixed 
graft or dead graft material. 

For suture of peripheral nerves, the 
finest suture material that gives the 
smallest amount of tissue reaction 
should be used. The author has found 
that unbraided strands of finest black 
twisted silk best fulfill these criteria. 
Sutures should not be placed through 
the body of the nerve, but should 
bring together the epineural sheaths. 
The same methods that are used in 
diagnosis of nerve injury should be 
employed to determine recovery. 


EARLY REPAIR OF NEURAL WOUNDS WITH 
PENICILLIN THERAPY 


NaTHAN C. Norcross (Comdr., M.C., U.S.N.R.) 
Arch. Surg. 50:67-68, Feb. 1945 


Prompt repair of a damaged nerve 
gives the best end results; primary 
suture is preferable, but is usually im- 
possible under war conditions. Re- 
cently, at a large base hospital, the 
author has treated neural wounds 


within a few days after injury. Peni- 
cillin was used before and after opera- 
tion for nerve repair in 2 types of 
cases: in cases where the wound was 
healing by primary intention without 
infection, and in cases where wounds 
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were still open with varying degrees 
of infection. Operation for nerve re- 
pair was not attempted in any case 
with acute inflammation of the wound. 

Patients with apparently clean 
wounds were given penicillin for 2 
days before and 6 to 8 days after op- 
eration in doses of 10,000 units intra- 
muscularly every 3 hours. Patients 
with infected wounds were given 
penicillin for 4 days before and 10 or 
more days after operation in doses of 
20,000 units every 3 hours. Local 
instillation of penicillin was also done 
in 2 cases; in most of the other cases 
sulfanilamide was dusted into the 
wound before closure. 

In 1 case reported in detail, the 


median nerve, which was cut two- 
thirds of the way through, was re- 
paired by end-to-end anastomosis with 
interrupted sutures of fine silk. In 
another case, the sciatic nerve was 
liberated from scar tissue; it was not 
otherwise damaged. Ten additional 
cases have been treated; in 3, anasto- 
mosis of the nerve was done, and, in 
7, neurolysis. All wounds healed by 
first intention. The results in relief 
of nerve pain and prevention of tro- 
phic disturbances have been “prom- 
ising.” These results also indicate that 
with penicillin surgical treatment of 
wounds involving nerve lesions can be 
carried out earlier than has heretofore 
been considered advisable. 


PERIPHERAL NERVE INJURIES IN FRACTURES AND 
DISLOCATIONS OF THE LONG BONES 


E. §. Gurpyian and H. M. SMaTHERs 
Wayne University College of Medicine, Receiving Hospital and Grace Hospital, 
Detroit, Mich. 
J. Neurosurg. 2:202-19, May 1945 


This series of 53 nerve injuries 
operated upon included 32 radial, 9 
ulnar, 8 peroneal and | sciatic injury. 
The radial nerve is most frequently 
involved and in the present series was 
associated with fracture of the upper 
third, middle third, lower third, su- 
pracondylar fracture of the humerus 
and anterior dislocation of the head of 
the radius. The management of ra- 
dial nerve palsy complicating fractures 
is different at different levels. In the 
middle third of the humerus, if no 
improvement of palsy is noted in 8 
to 10 weeks, surgery is indicated. In 
selected cases of primary nerve in- 
volvement, earlier operation may be 
required. If open reduction is con- 
templated, the nerve should be dis- 
sected clear of the fracture site and 


transposed to a muscle bed. In frac- 
ture of the upper and lower third, ex- 
pectant treatment may be prolonged 
to 12 and 14 weeks before interven- 
ing. In anterior dislocation of the 
head of the radius complicated by 
radial palsy, the head of the radius 
may be managed through an anterior 
approach and at the same time the 
nerve may be inspected and treated, if 
there has been no evidence of return 
of function for 8 to 10 weeks. In 
Monteggia fracture complicated by 
radial nerve palsy, when early reduc- 
tion is contemplated, the ulna can be 
immobilized through Boyd’s incision, 
and the radial nerve and the head of 
the radius may be exposed through an 
anterior incision bisecting the ante- 
cubital fossa and extending laterally. 
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In fractures of the medial epicon- 
dyle, a primary ulnar nerve injury can 
be treated early with transposition of 
the nerve to the anterior aspect of the 
elbow. In ulnar involvement in the 
arm or forearm, a waiting period of 3 
to 4 months before exploration is jus- 
tifiable except where treatment by 
open reduction is better. Then the 
nerve should also be explored and 
treated accordingly. In median nerve 
injury, early exploration following a 
reduction of a dislocated elbow is 
proper. In other places, the nerve 
may be explored in the absence of evi- 
dences of recovery in 3 to 4 months 
after injury. 

Management at the time of opera- 
tion depends upon the type and extent 
of the nerve lesion. If lacerated, the 
nerve is sutured. If partially lacer- 
ated, the uncut portion is carefully 
separated and the cut portion sutured. 
End-to-end suture is the best method. 
In the presence of a neuromatous en- 
largement at the site of adhesions be- 
tween nerve and bone, a neurolysis is 
in order. If the nerve bundles are 
found to course through the neurom- 
atous portion, even though some- 
what swollen, longitudinal separation 
of the bundles is sufficient. In every 
case, the nerve is transposed into a 
live muscle bed. At the elbow, the 
ulnar nerve should always be trans- 
posed to the anterior aspect of the 
joint. 

In compound fractures associated 
with soft tissue and nerve lacerations, 
immediate repair is proper in selected 
cases. Tardy ulnar neuritis may be 
successfully treated by transposition 
of the nerve to the anterior aspect of 
the elbow and neurolysis, in most 
cases coming to operation early in the 
course of the ulnar dysfunction. 

In peroneal injuries, prognosis is 


excellent if the nerve is not found sec- 
tioned, with or without neuromatous 
enlargement. In cases of laceration 
no attempt was made at suture in 1, in 
another a graft was used which was 
not successful, and in the third no 
evidences of regeneration could be ob- 
served after 10 months. In adduction 
injuries of the knee with primary 
peroneal paralysis, laceration is com- 
mon, especially in fracture of the 
proximal end of the fibula. Early ex- 
ploration is justifiable, since nerve su- 
ture is much simpler soon after 
trauma. 

In the 1 case of sciatic injury, ex- 
ploration was done 12 weeks after 
posterior and upward dislocation of 
the femoral head with comminution 
of the acetabular margin. There had 
been no improvement in spite of suc- 
cessful reduction. Through an invert- 
ed hockey stick incision on the pos- 
terior aspect of the upper third of the 
thigh, the nerve was dissected out as 
it emerged from the sciatic notch and 
extended on the posterior aspect of 
the gemelli muscles, between the 
ischial tuberosity and the greater tro- 
chanter. It was flattened and seemed 
to bulge posteriorly under tension. 


' It was transposed, utilizing gluteal 


muscles. Function was restored 4 
months after operation, and tibial 
function was recovered after 24 
months. 


Of 32 radial injuries 25 recovered, 
1 improved, 2 showed no improve- 
ment, and the condition of 4 was un- 
known. Of 9 ulnar injuries, 6 re- 
covered, 2 were improved, and in 1 
the condition was unknown. Of 3 
median injuries, 1 recovered and 2 
improved. Of 8 peroneal injuries, 4 
recovered and 4 showed no improve- 
ment. The 1 case of sciatic injury re- 
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covered. 23 references. 4 tables. 18 
figures. 


REFERENCES TO CURRENT ARTICLES 

Plastic Technic in Surgery of Peripheral 
Nerves. George V. Webster (Lt. Com., 
M.C., U.S.N.R.), C. Hunter Shelden 
(Lt. Com., M.C., U.S.N.R.) and Rob- 
ert H. Pudenz (Lt., M.C., U.S.N.R.). 
U. S. Nav. M. Bull. 45:22-31, July 
1945. (The plastic surgery of peripher- 
al nerve injuries may involve plastic 
procedures on the soft tissues at the time 
of the original injury or at the time of 
late repair. Such procedures provide a 
suitable bed for nerve grafts or relieve 
stress on nerves that have been repaired. 
The author emphasizes the importance, 
in such procedures, of the bloodless field 
for all surgery of the extremities, the 
use of the “S” incision and plastic wound 
closure, dressing and after-care. Three 
illustrative cases are reported. 8 refer- 
ences. 6 figures.) 

Treatment of Peripheral Nerve Trauma. 
M. L. Borovski, Moscow. Am. Rev. 
Soviet Med. 2:453-57, June 1945. 
(Peripheral nerve injuries should be 
treated as promptly as possible. In 41 
cases in which repair of peripheral nerves 
was done in the presence of indolent or 
suppurative wounds, in 24 to 79 days 
after injury, 39 patients were observed 
postoperatively. Primary union occurred 
in 28, secondary union in 8 cases, and 
suppuration occurred in the new wound 
in 3 cases. Neurologic examination was 
made 2 to 5 months after operation in 
30) of these cases; 27 of these patients 
showed definite improvement neurologi- 
cally and showed increased response to 
electrical stimulation. Eleven cases of 
causalgia, trophic ulcers and sluggish 
wounds resulting from peripheral nerve 
injuries were treated by injection of 70 
per cent alcohol into the distal end of 
the severed nerve below the site of the 
trauma. Definite improvement resulted 
in these cases. ) 

Peripheral Nerve Surgery. Loyal Davis. 


Surg., Gynec. & Obst. 80 :444-46, April 


1945. (The importance of apposition of 
divided nerve ends at the earliest possi- 
ble moment is stressed. The finest pos- 
sible suture material should be used. 
This will prevent retraction of the nerve 
ends and the growth of large neuromas 
which might later necessitate bridging of 
a large continuity defect. Sulfonamide 
therapy, local or systemic, does not in- 
terfere with nerve regeneration. Infect- 
ed wounds which have healed may be 
opened, the nerve sutured, and_ the 
wound closed after introduction of sul- 
fonamide. ‘The long intervals formerly 
regarded necessary before reopening a 
wound for nerve suture are contraindi- 
cated. Alternative methods, when end- 
to-end apposition is difficult or impossi- 
ble, are mentioned, including fresh au- 
togenous or homogenous grafts. The 
importance of uniformity in examination 
of recovery and careful follow-up rec- 
ords is stressed as a basis for compensa- 
tion. ) 


Ischaemic Damage in the Peripheral Stump 


of a Divided Nerve. H. J. Seddon and 
W. Holmes, Oxford, Eng. Brit. J. Surg. 
32:389-91, Jan.. 1945. (A case is de- 
scribed of division of the median nerve 
in the upper third of the forearm, with 
severe ischemic damage of the peripheral 
stump, with no concomitant ischemia of 
muscle. The anterior interosseous ar- 
tery had been destroyed, and this, to- 
gether with division of the nerve, had 
probably cut off the main longitudinal 
blood supply of the nerve. In opera- 
tions on the forearm for repair of proxi- 
mal division of the median nerve, care 
should be exercised to avoid disturbance 
of the anterior interosseous artery. ) 


Surgical Principles Underlying the Use of 


Grafts in the Repair of Peripheral Nerve 
Injuries. Loyal Davis, George Perret 
and Walter Carroll, Chicago, Ill. Ann. 
Surg. 121:686-99, May 1945. (In 
formulating a policy which might keep 
young surgeons far forward in the com- 
bat zone from doing too little or too 
much in the treatment of peripheral 
nerve injuries, certain simple surgical 
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principles were adhered to. The opera- 
tion of choice for repair of an injured 
peripheral nerve where direct end-to-end 
suture cannot be performed is the trans- 
Best results 
may be expected from the use of a fresh 


plantation of a nerve graft. 


autogenous graft of equal size to the in- 
jured nerve, but, if this is impossible, the 
use of a fresh homogenous nerve trans- 
plant is justified. All results must be 
judged upon the basis of sound clinical 
examination for sensory and motor re- 
covery, i.e., upon the return of pin prick 
sensation in the isolated area of supply 
for pin prick of the injured nerve, and 
upon the patient’s ability to perform 
movements dependent upon muscles sup- 
plied only by the injured nerve.) 

A Case of von Recklinghausen’s Neurilem- 
moma in the Right Axillary Region 
(Neurilemoma tipo v. Recklinghau- 
sen de la region axilar derecha. Extir- 
pacion. Curacién). Oscar L. Gomez 
and Jose A. Urquizo. Prensa med. ar- 
gent. 32:497-500, March 1945. (De- 
scription of a case of neurilemmoma of 
the right axillary region in a youth of 
21 years, emphasizing the rare incidence 
of neurofibroma of the peripheral nerves 


and especially in this region. These tu- 
mors show a great tendency to malig- 
nant transformation and _ pulmonary 
metastases. Removal of the tumor in 
this case was followed by recovery, and 
examination | year later revealed func- 
tional restoration. ) 

The Combined Use of Fibrin Film and 
Clot in End-to-End Union of Nerves. 
An Experimental Study. Marcus Singer, 
Boston, Mass. J. Neurosurg. 2:102- 25, 
March 1945. (A method of uniting 
nerve stumps without the use of thread 
suture is described, employing a technic 
designated as the fibrin-adhesive method, 
which involves the use of a thin, smooth 
film of fibrin prepared from products of 
fractionation of human blood plasma. 
The method is simple and introduces no 
foreign material or obstacles to growth 
into the nerve trunks themselves or be- 
tween the stumps. As the film is trans- 
parent, continued observation of the 
nerve stumps throughout the operation 
is possible. Results of tests m vitro and 
in vivo of the tensile strength of the 
suture line, of the character of the nerve 
regeneration and nature of reaction of 
tissues to the film in rabbits are de- 
scribed. ) 


11. Sympathetic Nervous System 


CAUSALGIA 


FRANK H. Mayriecp (Major, M.C., 
M.C., A.U. 


(Capt., 


A.U.S.) and Joun W. Devine 
S 


) 
-) 


Percy Jones General and Convalescent Hospital, Battle Creek, Mich. 
Surg., Gynec. & Obst. 80:631-35, June 1945 


In a series of 737 peripheral nerve 


injuries, 15 cases of causalgia were 
found; the median nerve was in- 


volved in 7 cases, the median and ul- 
nar in | case, the brachial plexus in 1 
case, and the sciatic nerve in 6 cases. 
In all cases the injury was a war 
wound of the penetrating type due to 


bullet or shell fragment; in none of 
the cases was the nerve completely 
severed. In 9 of the patients, the 
burning pain characteristic of causal- 
gia was present from the time of the 
injury, in 3 it developed within 24 
hours, and in 3 it was delayed as long 
as 3 weeks. Some relief from the pain 
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was obtained by the application of 
moisture in 11 cases; 9 of these pa- 
tients preferred cold water. 

The motor and sensory loss in these 
cases was difficult to determine, as the 
patient usually refused to move the 
part or permit it to be touched. The 
trophic changes observed were of 2 
types. In one group of 3 cases, the 
skin was cold, “thin,” and glistening; 
there was loss of hair, tapering of the 
digits and profuse sweating in the ex- 
tremity involved. The pain in these 
cases was relieved by application of 
heat or fever therapy. In 9 cases the 
skin of the painful area was warmer 
than that of the opposite extremity, 
the hair long and coarse; the skin was 
relatively dry and sometimes scaly. 


Two of these patients recovered 
spontaneously and 1 was cured by 
fever therapy. In the other cases 
sympathectomy (preganglionic) gave 
immediate and lasting relief. In these 
patients procaine block of the appro- 
priate sympathetic chain had given 
complete but temporary relief, usual- 
ly lasting 1 to 3 hours. 


In 1 case in which the arm was in- 
volved, cervicodorsal sympathectomy 
was done, removing the stellate and 
2nd dorsal ganglion; in 6 cases of 
arm involvement, preganglionic rami- 
sectomy was done. In 5 of the 6 cases 
with involvement of the leg, the 2nd, 
3rd and 4th lumbar ganglia were re- 
moved; 4 of these were immediately 
relieved of pain and have continued 
well. In 1 case only the 3rd and 4th 
lumbar ganglia were removed at the 
first operation, and removal of the Ist 
and 2nd lumbar ganglia was subse- 
quently necessary to relieve pain. 


In several cases the recovery of 
function after sympathectomy was 
rapid; there was a definite hyper- 
esthesia in the autonomous zone of 
the nerve involved; the chief residual 
disability in the cases of long dura- 
tion was stiffness of the joint resulting 
from the patient’s inability to move 
the part during the period of pain. 
Personality changes were always pres- 
ent during the period of severe pain, 
but the patients became normal after 
the pain was relieved, and there was 
no evidence of any predisposing con- 
stitutional psychic factor in causalgia 
in these cases. 7 references. 5 fig- 
ures. 1 table. 


REFERENCE TO CURRENT ARTICLE 


Alcohol Injection of Lumbar Sympathetic 
Trunk: In Cases of Peripheral Vascular 
Insufficiency when Surgical Sympathec- 
tomy Is Contraindicated. George D. 
Lilly, Miami, Fla. J. A. M. A. 128: 
479-82, June 16, 1945. (Three cases 
are described to illustrate the beneficial 
results of alcohol injection of the lumbar 
sympathetic trunk in cases of vascular in- 
sufficiency where sympathectomy is con- 
traindicated. The author uses the 
Ochsner-DeBakey technic and has en- 
countered only 1 relatively mild neu- 
ritis in a series of 150 cases in the past 
3 years. It is concluded that paraver- 
tebral alcohol injection of the lumbar 
sympathetic ganglions is a relatively safe 
procedure for relief of many inoperable 
cases of arterial insufficiency of the lower 
extremities. It is not advocated as a 
substitute for surgical sympathectomy 
but as a second choice, in cases where 
surgery is not advisable.) [Alcoholic 
neuritis is an unfortunate complication 
of such injections. Bromsalizol is less 
dangerous and gives a more permanent 
result than does novocaine.—Eb. } 
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12. Head 


and Neck 


TUMOR OF THE CAROTID BODY 


Horace K. Sow.es 


Massachusetts General Hospital, Boston, Mass. 
New England M. J. 233:62-64, July 19, 1945 


In a review of the literature “some- 
what over 200” cases of tumor of the 
carotid body were found; only 20 
cases were recorded at the Mayo Clin- 
ic by 1941. These tumors are situ- 
ated in the superior-anterior cervical 
triangle; they grow slowly and are 
painless unless they invade or com- 
press other important structures such 
as the vagus nerve, sympathetic or re- 
current laryngeal nerves, the pharynx 
or esophagus. Sometimes a bruit or 
thrill or a transmitted pulsation from 
the carotid arteries is present which is 
abolished by pressure on the carotid 
artery below the tumor. The tumor 
usually has some lateral mobility but 
little or no vertical mobility because 
of its attachment to the carotid artery; 
it is never attached to the skin. Al- 
though these characteristics are of 
definite aid in diagnosis, the diagnosis 
has rarely been made preoperatively 
in the cases reported, probably be- 
cause the condition is so rare that the 
examining physician does not even 
consider it. The possibility of a carot- 
id body tumor, however, should be 
considered in every case of a slowly 
growing, painless tumor of the upper 
neck. In the cases reported the ma- 


jority of the patients were between 40 
and 60 years of age at the time of 
operation, but the tumor had been — 
present for an average duration of 10 
to 15 years. 

Surgical removal of carotid body 
tumor is indicated, as such tumors are 
malignant or potentially so, but rarely 
recur after operation. The operation 
is difficult and dangerous because of 
the attachment of the tumor to the 
carotid artery. In about 50 per cent 
of cases, ligation of the carotid artery 
is necessary. In the case reported by 
the author, every precaution was taken 
to control all small blood vessels be- 
cause the tumor was extremely vascu- 
lar. It arose from the bifurcation of 
the carotid artery, but could be dis- 
sected from the carotid without dam- 
age to that blood vessel. The correct 
diagnosis in this case was made only 
on pathological examination. 

If the diagnosis of carotid body tu- 
mor is made before operation, the best 
preoperative preparation consists of 
compression of the carotid artery sev- 
eral times a day for gradually increas- 
ing periods until the patient can toler- 
ate prolonged complete compression 
without syncope. 7 references. 
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CANCER OF THE FACE: A CLINICAL AND STATISTICAL 
STUDY OF 1,062 CASES 


‘T1rpor DE CHOLNOKY 
New York Post-Graduate Medical School and Hospital, New York, N. Y. 
Ann. Surg. 122:88-101, July 1945 


In a series of 1,062 cases of cancer 
of the skin of the face, the tumors 
were classified as basal cell carcinoma, 
squamous cell carcinoma, and mixed 
baso-squamous carcinoma. Change of 
basal cell carcinoma into the more ma- 
lignant mixed type rarely occurred; 
when it did occur it was in long-stand- 
ing lesions receiving insufficient radia- 
tion. The ages of the patients ranged 
from 13 to 93 years. Only 3 patients 
were under 20 years of age, and only 
12 under 30 years of age. Basal cell 
carcinoma occurred most frequently 
after the age of 40 years, and squa- 
mous cell carcinoma most frequently 
after the age of 50 years. Basal cell 
carcinomas were found most frequent- 
ly on the nose and nasolabial fold, and 
squamous cell carcinoma most fre- 
quently on the ear. 

Basal cell carcinoma is a slowly 
growing tumor; there was, on an av- 
erage, a year’s delay before the pa- 
tient consulted a physician after first 
noting the presence of the growth. 
With squamous cell carcinoma the 
average delay was about 3 months. 
The size of the lesion was in direct 
proportion to the delay in consulta- 
tion, varying from 2 mm. to 11 cm. in 
diameter. 

Basal cell carcinoma practically 
never metastasized; regional lymph 
nodes were invaded in only 2 cases. 
Squamous cell carcinomas on the face 
also rarely showed metastases, but in- 
volvement of the regional lymph 
nodes was frequent with squamous 
cell carcinoma of the ear. Basal cell 
tnd squamous cell carcinomas of the 


face can usually be differentiated by 
their clinical characteristics, but the 
mixed type is rarely diagnosed clin- 
ically. Multiple lesions were present 
in only 36 cases in this series. 

In the series reported, 381 cases 
were treated by radiation and 519 
were operated on; in the other cases, 
the patients came for consultation 
only, or the lesion was far advanced. 
In recent years the percentage of pa- 
tients referred for radiation for cancer 
of the face has decreased to less than 
10 per cent. Cancer involving the 
skin alone usually responds well to 
radiation, but surgical excision has 
given such satisfactory results in the 
author’s experience that radiation is 
employed chiefly for inoperable 
growths or when surgery is contra- 
indicated because of the patient’s gen- 
eral condition. Surgical high fre- 
quency currents have been used for 
small superficial lesions not over 5 
mm. in diameter; desiccation (spark- 
ing) followed by curettage and desic- 
cation being repeated until all neo- 
plastic tissue is removed. Surgical ex- 
cision has been considered the treat- 
ment of choice; such excision should 
include sufficient depth to prevent re- 
currence. Wide excision without un- 
necessary mutilation but sufficient to 
remove all the carcinomatous tissue 
and a margin of healthy tissue is em- 
ployed. Lymph node excision is not 
indicated in basal cell carcinoma and 
in squamous cell carcinoma of the 
face. But, in squamous cell carcinoma 
of the ear showing any degree of in- 
filtration, lymph node excision is ad- 
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vocated. In advanced or recurrent 
lesions in which adequate excision 1s 
impossible, destruction of the tumor 
by electrocoagulation is indicated, fol- 
lowed by excision of the remnant of 
coagulated tissues with an adequate 
healthy margin. In the case of an in- 
filtrating lesion, in which adequate ex- 
cision results in a wide defect, recon- 
struction is usually done at the time of 
the primary operation. In cases in 
which the paranasal sinuses alone have 
been involved and eradication even 
by electrocoagulation is doubtful, the 
wound has been left open and recon- 
struction done later. For plastic 
reconstruction, Thiersch-Ollier skin 
grafts were used in 48 cases in this 
series, skin flaps in 50 cases, full- 
thickness grafts in 47 cases, and pinch 
grafts in 2 cases (large infected de- 
fects). 

Of the patients with basal cell car- 
cinoma, 416 were operated on; there 


were no postoperative deaths; 21 died 
of other disease without recurrence; 
7 died of persistent or recurrent can- 
cer; 5 are living with persistent o1 
recurrent cancer; 85 could not be 
traced. Of the remaining 310 pa- 
tients, 298 are living and well after 5 
years. Of the patients with squamous 
cell carcinoma, 69 have been operated 
on; there was 1 postoperative death 
(extensive recurrent lesion); 8 died 
of other diseases with no recurrence; 
9 died of persistent or recurrent can- 
cer; 17 could not be followed up; of 
the remaining 44 patients, 34 are liv- 
ing and well after 5 years. Of the 
patients with mixed baso-squamous 
cell carcinoma, 34 were operated on 
with no postoperative deaths; 1 died 
of other disease without recurrence; 
3 died of persistent or recurrent can- 
cer; 10 were not followed up. Of the 
24 patients followed up 5 years, 21 
are living and well. 10 references. 6 
tables. 


THE SURGICAL ANATOMY OF THE FACIAL NERVE: WITH 
SPECIAL REFERENCE TO THE PAROTID GLAND 


Lawrence J. McCormack, Eart W. CauLpweE Lt, and Barry J. Anson 
Chicago, Il. 
Surg., Gynec. & Obst. 80:620-30, June 1945 


A study of the facial nerve, espe- 
cially in relation to the parotid gland, 
was conducted in 100 carefully pre- 
pared dissections of adults. From this 
anatomical study, certain features of a 
practical significance are made evi- 
dent; these may be considered in the 
order in which they would affect the 
mode of surgical exposure. The parot- 
id fascia should be opened posteriorly 
and reflected forward from a pre- 
auricular incision in order to expose 
the anterosuperior, or apical, portion 
of the parotid gland. Since the gland 


usually possesses the outline of an in- 
verted triangle, with the base repre 
sented by the part of the superficial 
lobe which coincides with the line of 
the zygomatic arch, exposure of the 
gland along its superior margin will 
lead the operator to its tip. When the 
apex has, by this maneuver, been un- 
covered, the parotid duct andthe as- 
sociated buccal branches of the facial 
nerve can be readily identified, since 
the duct either extends forward from 
the apex or lies just inferior to it. 
Next, employing the buccal ramus as 
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a guide to the more proximal position 
of the large temporal division of the 
nerve, or of the point of anastomosis 
of the latter with the smaller cervical 
division, the radially directed nerves 
can be safely exposed, in serial suc- 
cession backward, by progressively 
lifting the margin of the gland. In 
this process the isthmus, which con- 
nects the superficial and deep lobes, 
will serve as a pedicle and as a core 
around which the two divisions course. 
By tracing the large upper division 
dorsalward toward the ramus of the 
mandible, the operator will be guided 
to the main trunk of the facial nerve. 
Therefrom, the small lower division 


can be followed along the inferior 
margin of the isthmus and downward 
toward or into the neck. Having thus 
reached an area where the divisions 
and rami are strongest and their pat- 
terns of branching least complex, 
glandular tissue may be excised with 
minima! danger to the facial nerve. 

Because the parotid gland is some- 
times small or is so formed as to be 
constricted cranially, more than the 
regular fraction of the main divisions 
may be apparent beyond the periphery 
of the parotid. Obviously, when such 
an arrangement obtains, special care 
must be exercised if the branches are 
to be spared trauma or transection. 10 
references. 9 figures. 


CAROTID BODY TUMORS: REVIEW OF THE LITERATURE 
WITH REPORT OF TWO CASES 


ArtTHuUR M. Dickinson and CLARENCE A. TRAVER 


Albany, N. Y. 
Am. J. Surg. 69:9-16, July 1945 


Carotid body tumors, while by no 
means rare, are still rather uncom- 
mon. Most tumors of the carotid 
body have been present for 6 or 7 
years before the patients seek surgical 
treatment. The condition is one of 
middle life for the most part (90 per 
cent found between the ages of 20 and 
60 years); it is equally common to 
the two sexes and usually unilateral. 
Bilateral tumors have been described 
occurring concomitantly or at various 
intervals of time. Some authors have 
noted a preponderance of left-sided 
tumors in the ratio of 3:2. A familial 
tendency also was noted. The rate of 
growth of these tumors is slow, but 
many have encircled the carotid ves- 
sels before operation is undertaken or 
have undergone a malignant change; 
ligation of one or more of the carotid 


arteries and also the internal jugular 
vein is usually required. Bevan and 
McCarthy discuss in some detail the 
hazard of ligating the common carot- 
id or the internal carotid which is 
even more likely to produce brain 
damage. A mortality of 30 per cent 
is the rule in such cases, and this in- 
creases with age and the lessened ca- 
pabilities of the vascular system to 
make compensations. Nerve damage 
at operation also is not unusual as the 
following are in close proximity to the 
tumors: glossopharyngeal, hypoglos- 
sal (particularly the descending 
branch), vagus or recurrent laryngeal 
branch, superior cervical chain, and 
phrenic nerve. 

In differential diagnosis one must 
consider most carefully chronic lym- 
phadenitis (especially tuberculous), 
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lymphomas, branchial cyst, branchio- 
genic carcinoma and metastatic car- 
cinoma, aneurysm, and nodules of 
aberrant thyroid tissue. These tumors 
are generally benign, at least in the 
early years of their growth, but they 
tend to recur locally and a secondary 
operation for a recurrence carries an 
increased risk to the patient. The 
original operation may be done in 2 
stages, if necessary, with a short inter- 
val of time between. Distant metas- 
tases are rare or doubtful, although 
metastases to local lymph nodes in the 
neck do occur. When benign, the tu- 
mors are well encapsulated, but with 
the onset of malignancy there is in- 
vasion of the capsule, and loss of alve- 
olar formation so that the cells grow 
diffusely. From 15 to 20 per cent are 
considered malignant. Duration of 
the tumors has varied from 4 months 
to 30 years. 


Preoperative preparation of the pa- 
tient consists of a period of carotid 
compression. If the carotid body tu- 
mor is not recognized until exposed 
at operation, it seems wise to do a sim- 
ple biopsy and complete the opera- 
tion at a later stage. For radical re- 
moval of the tumor a long incision 
anterior to the sternocleidomastoid is 
made and the muscle retracted later- 
ally. Before attacking the “tumor, 
proper ligatures are passed about the 
principal vessels so that, in the event 
of a tear, exsanguinating hemorrhage 
can be prevented by traction on the 
proper ligature. Haste may result in 
irreparable damage to vital structures. 
The easiest method is to dissect out 
the important vessels and nerves both 
above and below the tumor and then 
approach the tumor. Often the vagus 
or the phrenic nerve passes through 
the mass and must be carefuly dissect- 
ed out. The same is true of the hypo- 


glossal and recurrent laryngeal 
nerves. Frequent irrigation of the 
wound with saline solution prevents 
drying of tissues and keeps the: field 
clear. The tumor mass can be sepa- 
rated from the vessels by division of 
the mass into segments. When it is 
considered necessary to ligate the 
common or the internal carotid body, 
the vessel should be carefully com- 
pressed for a short time and the pa- 
tient observed for any obvious reac- 
tion before permanent closure is 
made. 

If the recurrent laryngeal nerve 
has been injured, respirations may be 
embarrassed and require oxygen. 
Painful dysphagia due to either nerve 
or muscle damage may be relieved by 
an indwelling duodenal tube through 
which, the patient can be fed. Hemi- 
plegia is also an unfortunate complica- 
tiva; these changes may be temporary 
or permanent. Little can be done to 
influence the final outcome in such 
cases. Aspiration pneumonitis may 
occur, requiring the usual treatment 
and perhaps bronchoscopic suction. If 
secondary hemorrhage occurs, the 
wound should be opened promptly 
and the bleeding point secured. Re- 
currence of a malignant tumor re- 
quires, in some instances, further radi- 
cal surgery; in other instances, pallia- 
tive roentgen therapy. Two cases are 
reported in detail. 9 references. 4 
figures. 


REFERENCES TO CURRENT ARTICLES 


A Working Basis for the Treatment of 
Head Injuries. ‘Theodore L. Hyde, 
The Dalles, Ore. Am. J. Surg. 69:73- 
81, July 1945. (Increased intracranial 
pressuse should be controlled by lumbar 
puncture drainage supplemented by in- 
travenous hypertonic plasma or albumin 
solutions. Scalp wounds should be given 
prompt definitive treatment under local 








38 QUARTERLY REVIEW OF SURGERY 





anesthesia. Relapse in the patient’s con- 
dition after significant improvement 
should be assumed to be due to intra- 
cranial hemorrhage and is an indication 
for exploratory burr-hole craniotomy. 
Early ambulation of patients with head 
injuries is preferable to long bed rest.) 
Mikulicz’s Disease: A Report on a Patient 
Treated with Penicillin. Arnold S. 
Jackson, Madison, Wis. Am. J. Surg. 
68:358-63, June 1945. (A man of 
52 years suffered difficulty in masti- 
cation. Findings suggested a low-grade 
inflammation of the salivary glands; 
10,000 units of penicillin diluted with 
20 cc. of sterile physiological saline were 
administered. He received 5,000 units 
per cc. concentration every 24 hours, 
with 2 cc. intramuscularly every 3 hours 
day and night for 72 hours. He was 
also given capsules of ventriculin with 
iron and vitamin B. Ten days later he 
appeared normal. Every 3 or 4 days his 


tongue would become dry. Another 
100,000 units of penicillin were admin- 
istered, and radium was then applied 
over the left salivary gland. His condi- 
tion improved and there was no recur- 
rence. ) 

Cervicofacial Actinomycosis Successfully 
Treated by Penicillin Without Surgical 
Drainage. Glenn G. Hendrickson and 
Edwin P. Lehman, Charlottesville, Va. 
J. A. M. A. 128:438, June 9, 1945. 
(Two cases are described to indicate 
that certainly in some cases actino- 
mycosis will yield -to penicillin without 
the necessity for painful and deforming 
surgical procedure. Diagnosis should be 
made by aspiration rather than by open 
drainage. It is suggested that all proved 
cases of actinomycosis receive intensive 
penicillin therapy without immediate 
surgical drainage. If the organism does 
not respond to penicillin, surgery is indi- 
cated. ) 


13. Oral Surgery 


See Index for Related Articles 


14. Plastic Surgery 


RESURFACING OF DORSUM OF THE HAND FOLLOWING 
BURNS 


A. W. Farmer (Wing Commander, R.C.A.F.) 
F. M. Wootnouse (Lt. Comdr., R.C.N.V.R.) 


Ann. Surg. 122:39-47, July 1945 


For resurfacing the dorsum of the 
hand after burns, the authors have 
found free skin grafts of .016 to .020 
inch in thickness satisfactory in most 
cases. When there is no open wound 
but only scar epithelium or burn 
keloid, the preoperative preparation is 
the same as for any clean surgical pro- 
cedure. If granulation tissue is pres- 
ent, a hypertonic solution (1:8 to 
1:12) of electrolytic hypochlorite is 


used for dressing the wound for 3 to 
4 days, changing the dressings as often 
as necessary as indicated by. the 
amount of discharge or slough. Pa- 
tients with open wounds are given 
full therapeutic doses of sulfathiazole 
by mouth or sodium sulfathiazole in- 
travenously for 2 days prior to opera- 
tion, the drug being continued 72 
hours after operation. 

The operation is done under gen- 
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eral anesthesia. A pneumatic tourni- 
quet is applied to the upper arm with 
250 mm. pressure to give a bloodless 
field. In clean cases, the hand is 
scrubbed with soap and water, which 
is “sluiced off” with saline; with the 
customary antiseptic precautions the 
scar epithelium is “peeled off” so as 


to leave the dorsal veins and nerves 


intact. In cases with granulating areas, 
the skin about the area is prepared 
with soap and water, and the granu- 
lating area is merely “sluiced off” 
with physiological saline; the granu- 
lating surface is cauterized with 60 
per cent silver nitrate. The resulting 
eschar, with the peripheral zone of 
scar epithelium, is undercut and ex- 
cised (in one piece). 

The skin to be grafted is removed 
with the Padgett-Hope dermatome in 
large single sheets which are “mod- 
elled” to fit the defect. In cases in 
which the entire breadth of the hand 
including the thumb is to be covered, 
2 sheets are sewn together. It is im- 
portant to stagger the suture line so 
as to avoid contraction, which would 
occur in a straight linear scar. A run- 
ning suture of silk is used for fixing 
the graft. The graft is cut at the in- 
terdigital clefts so as to place a maxi- 
mum of tissue in these clefts and also 
prevent interdigital webbing; all su- 
ture lines are at right angles to the 
direction of the interdigital scar. 


In clean cases, the hand is covered 
with long strips of gauze soaked in 
saline; in potentially contaminated 
cases, the gauze is soaked in liquid 
paraffin and 1:10 sodium hypochlo- 
rite solution. The gauze strips are 
carefully molded into the interdigital 
clefts, but not packed down; the fin- 
gers are individualized. During dress- 
ings the wrist, metacarpophalangeal 
and interphalangeal joints are held in 


approximately full flexion. The palm 
of the hand is filled with fluffed gauze 
and the whole hand covered with two 
thicknesses of dressing pads, the lower 
layer wet, the upper layer dry. A 
bias-cut flannelette bandage is placed 
over this, over the entire hand, and 
over the forearm and distal half of 
the upper arm with the elbow flexed. 
A light plaster of paris encasement is 
then applied; the tourniquet is re- 
moved when this encasement is firm. 
The dressing is not removed for 10 to 
14 days and is usually completely dry. 
No further dressing is required unless 
superficial blebs are present. The 
patient is instructed to begin active 
finger exercises, combined with gen- 
tle massage with lanolin or cocoa but- 
ter. 

In 37 grafts of this type, only 3 
hands showed less than 100 per cent 
take. Fully useful function is restored 
unless joints have been irreparably 
damaged. Cosmetic results are good. 
Since this technic has been employed, 
the indications for pedicle grafts for 
the hand have decreased. Pedicle 
grafts are indicated when free tendon 
grafts are necessary and when a layer 
of fat is required to fill out defects 
and protect important deep structures. 
12 figures. 

[ Emphasis is placed upon the use of rela- 
tively thick free grafts for resurfacing the 
dorsum of the hand in preference to pedicle 
grafts for old burns where there was no 
direct involvement of the tendons in the 
scar. This is definitely in keeping with 
modern trends in reconstruction work and 
deserves attention. The advisability of ad- 
ministering sulfathiazole prior and subse- 
quent to operation may now be open to 
question in view of the availability of peni- 
cillin at the present time. It is probable 
that penicillin was not obtainable in suffi- 
cient quantities to be used as a routine pro- 
phylactic measure at the time this work 
was done.—Ep. | 
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ACRYLIC RESIN AS AN IMPLANT FOR CORRECTION OF. 
FACIAL DEFORMITIES 


KENNETH W. PENHALE 


Chicago, Ill. 
Arch; Surg. 50:233-39, May 1945 


Acrylic resin, a polymerized methyl 
methacrylate, is a synthetic material 
used widely in American dentistry 
since 1939. Experimental studies 
show that acrylic resin produced less 
inflammatory infiltration in the early 
stages, and yet a satisfactory fibrosis. 
An impression may be taken of the 
face, including all parts necessary to 
get proper proportions. This impres- 
sion may be taken with Negocoll (a 
colloidal material), other colloid sub- 
stance or plaster of paris. From the 
negative a positive is prepared of 
plaster, wax, Hominit, stone or metal 
as desired. On this positive a wax 
mold of the defect is prepared. “Pink 
wax” (dental) is satisfactory. Perfect 
molding of the wax to a case is not 
necessary. A visual impression of the 
bony surface on which the implant is 
to lie is much more important. The 
general bony contour is noted, and the 
wax is prepared with the idea that it 
is to be inserted under the skin and 
subcutaneous tissues, not to be laid on 
the external visual defect. 

The wax pattern, prepared in any 
manner desired, is now ready to be re- 
produced in acrylic resin. This is 
done by investing the wax in plaster 
of paris in a metal flask, the flask sep- 
arated, and the wax removed with 
boiling water. This leaves a mold in 
plaster the exact size and shape of the 
original wax pattern. The acrylic 
resin powder is ready to be mixed. 
For this a small, clean jar can be used. 
The liquid, usually methyl methac- 
rylate, is mixed with the powder to 
form a doughlike mass. When this 


consistency is obtained, the material is 
packed firmly in the prepared mold 
slightly in excess and covered with 
cellophane or tinfoil. The flask is 
closed, clamped and placed in boiling 
water (100° C.) for one hour for 
polymerization. After boiling, it is al- 
lowed to cool and is separated. The 
soft, putty-like mass is now hard and 
can be removed im toto by cutting 
away the plaster. Polishing is a not 
too difficult procedure. The acrylic 
resin implant is now ready to be 
cleaned and sterilized. When re- 
moved from the boiling water, the 
implant is best kept or stored in a 
sterile wide-mouthed glass bottle. 
Last-minute sterilization can be done 
by merely removing the top of the 
bottle and pouring in sufficient 95 
proof alcohol to cover the implant. 
The surgical field is prepared as 
one would prepare it for the reception 
of any implant (bone or cartilage) 
with ligation of all bleeding vessels. 
The implant is then removed from 
the alcohol by means of a sterile tooth 
forceps and held in an ether bath for 
a few seconds. The forceps, still 
clasping the resin, is passed through 
air rather than dried with sterile 
gauze. After the implant has been 
placed in the position desired and the 
wound has been closed in the usual 
manner, a light pressure bandage 
should be applied. Petrolatum 
gauze over the skin and moist cotton 
will usually suffice. This may be held 
in position by adhesive tape or band- 
age. An uneven pressure bandage is 





l is 
old 
ith 
1S 
ing 
for 
al- 
Phe 
und 
ing 
not 
ylic 
be 
re- 
the 
na 
tle. 
one 
the 
95 
a 
1 as 
tion 
ige ) 
sels. 
rom 
noth 
. for 
still 
ugh 
erile 
been 
| the 
isual 
dage 
tum 
»tton 
held 
and- 
ge is 





QUARTERLY REVIEW OF SURGERY 41 





objectionable, as it may dislodge the 
graft. 

After 24 hours the bandage should 
be removed and the graft palpated to 
determine whether it has remained in 
proper position. If not, it is possible 
to manipulate it slightly. A gentle 
pressure bandage should be reapplied 
and changed when necessary for a 
period of 5 to 6 days. Some persons 
(a very small percentage) are allergic 
to acrylic resins worn as a dental plate. 
One could test the patient for such a 
reaction before the operation, but in 
the author’s experience no reactions 
have occurred after the implantation. 
There is less cutaneous reaction with 
acrylic resin than with cartilage, espe- 
cially homogeneous cartilage. 

It is advisable to instruct patients 


before and after operation that such 
implants may produce inflammatory 
changes at some future date. They 
should then have the grafts removed. 
It might be advisable to bury metal in 
the acrylic resin implant, so that in 
case of future traumatic injuries the 
graft will be radiopaque to roentgen 
rays. 9 references. 15 figures. 


[The use of acrylic resin as an implant 
in reconstruction procedures has its field of 
usefulness which deserves consideration. It 
should not be expected that this material 
will replace bone and cartilage grafts ex- 
cept where the size and the contour of the 
implant can be better furnished by the 
acrylic resin. Furthermore, acrylic resin 
has as yet to stand the test of time as an 
implant in tissues, i.e., in terms of a decade 
or more.—Ep. | 


DERMOPLASTY OF WAR WOUNDS OF THE LOWER LEG 


Joun F. Pick (Major, M.C., A.U.S.) 
Am. J. Surg. 69:25-38, July 1945 


The author suggests a method of 
revision of severe tissue deformities 
resulting from the open treatment of 
compound fractures or extensive war 
wounds of the lower extremities, 
which he has found satisfactory in a 
series of 50 cases. By the use of this 
method the over-all hospitalization 
time has been reduced from 8 to 10 
months. Direct free grafting has been 
found unsatisfactory for this purpose, 
and single pedicle flaps, especially 
from the contralateral extremity, 
should be employed only where no 
better choice exists. The method aims 
to provide maximum revision of soft 
tissue deformity to give optimum con- 
ditions for subsequent orthopedic or 
plastic reconstruction and functional 
rehabilitation. The application of this 
method to the management of a com- 


pound fracture of the left lower leg 
treated according to the open method, 
terminating in non-union, ulceration 
and unstable healing with deformity, 
is described in detail. 

A culture is taken and the leg 
scrubbed for one-half hour or more 
and irrigated with saline. The wound 
is packed with gauze moistened with 
chlorazine or one-half strength Da- 
kin’s solution. Following insertion of 
a rubber catheter into the gauze pack, 
the leg is bandaged over sterile dress- 
ings, and humidity is maintained by 
instillation of chlorazine or Dakin’s 
solution for 3 days. The dressings 
and pack are then removed and the 
wound is irrigated with saline, gently 
dried, and a culture taken. Upon 
repacking, normal saline is used, and 
after another 3 days the dressings are: 
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removed and another culture is taken. 
Should the bacteria have increased in 
number, irrigation with Dakin’s solu- 
tion through the catheter is continued 
for another 3 days, and, if indicated, 
sulfa drugs may be administered oral- 
ly. When bacterial improvement has 
been maintained for any 3-day period 
of the closed saline treatment, boric 
acid solution is substituted for the 
saline for another 3 days. The case 
is then ready for surgical planning. 

Twenty-four and 48 hours before 
operation the leg is shaved and 
scrubbed, dried with alcohol and 
painted with tincture of mercresin, 
then wrapped in sterile dressings. 
The latter are removed on the oper- 
ating table on the following day, the 
leg scrubbed, dried with ether and 
painted with tincture of mercresin. 
The operation consists of 6 steps: 

1. An x-ray film is laid on the de- 
fect and an exact copy cut of its out- 
lines, then turned to one or the other 
side of the defect through an arc of 
180 degrees, where the film pattern is 
outlined in aniline dye. The skin 
about the ulcer is pierced by a hypo- 
dermic needle through wheals, and 1 
per cent novocaine is injected gradual- 
ly as the needle is withdrawn. The 
exact area to be incised is then out- 
lined in aniline dye. 

2. The defect is excised together 
with undesirable tissue, leaving a 
clean bed for the graft, even if bone 
must be exposed or excised. The in- 
cision for the graft is then made ha/f- 
way through the subcutaneous fat, 
where the latter will be found nat- 
urally divided into two layers by a 
membranous sheath. A double pedicle 
flap is then made of the entire thick- 
ness’ of the skin plus the upper layer 
of the subcutaneous fat enclosed in its 
own membrane. If the depth of the 


wound is greater than the thickness of 
the flap, additional flaps of the re- 
maining lower layer of subcutaneous 
fat may be taken to fill the cavity, 
using one or several single or double 
pedicled flaps. 

3. The double pedicle flap, having 
been mobilized, is lifted and moved 
over the defect and, following hemo- 
stasis, is spread over the bone defect 
and the far edge carefully sutured to 
normal skin. 

4. In order to avoid the use of a 
large free graft to cover the new de- 
fect on the lateral side of the leg, an 
attempt is made to reduce the size of 
this defect by reducing the circum- 
ference of the leg. This is accom- 
plished by removal of the deep layers 
of fat, permitting approximation at 
least of the angles of the defect, with 
a resulting reduction of 30 to 60 per 
cent in the area. If this does not suf- 
fice, further removal of fatty tissue 
may be made from the posterior as- 
pect of the leg. 

5. This step consists in free graft- 
ing of the residual area with full 
thickness skin graft. 

6. For a dressing, the area is cov- 
ered with 3 per cent scarlet red oint- 
ment gauze over which is applied a 
sheet of sterile cotton, 1 inch thick, 
moistened with saline solution. Ex- 
cess solution is squeezed out, and a 
layer of sterile dry cotton, 2 inches 
thick, is applied; this is covered in 
turn by a large, soft, dry abdominal 
pad, the entire combination tied in 
place by sutures formerly inserted into 
the gauze strip glued to the back of 
the leg. A light plaster cast is ap- 
plied to the lower leg and the leg 
elevated on pillows to be left undis- 
turbed for 12 to 14 days. The cast 
and dressings are then removed and 
the wound is inspected. If conditions 
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are satisfactory, the sutures may be 
removed. The leg is redressed by 
applying a single layer of petrolatum 
gauze and more sterile dressings and 
is then bandaged. The patient is re- 
turned to bed for a week, being ad- 
vised to indulge in limited, controlled, 
active movements. Orthopedic work 
can be started from 40 to 60 days af- 
ter dermoplasty. 26 figures. 


[This is essentially a modification of the 
sliding flap which has been found useful by 
one of the Editors. In using only the upper 
layer of the subcutaneous tissue with the 
skin flap there may be some danger of im- 
pairing the circulation to the flap. If it is 
necessary to use flaps of the deeper layer 
of the subcutaneous tissue to fill in the de- 
fect, an optional procedure would be to use 
the entire thickness of the subcutaneous tis- 
sue for the flap in the first place.—Ep. ] 


FROZEN HUMAN SKIN GRAFTS 
Max M. Srrumia and CLareE C. Hopnce 


Bryn Mawr, Pa. 
Ann. Surg. 121:860-65, June 1945 


Experimental work on preservation 
of human skin in the frozen state was 
begun by the authors in 1943 as a 
first step in the development of skin 
banks for homologous grafts. In the 
work reported here only autogenous 
grafts were employed. The technic 
was as follows: The skin was prepared 
with green soap, water and ether. 
Following ether, split-thickness skin 
grafts were taken from the donor site 
with the Padgett dermatome. These 
grafts measured 0.4 mm. in thickness. 
Segments measuring the full width 
and length of the Padgett dermatome 
were obtained, and, in turn, these 
were cut into smaller sections, de- 
pending upon the size of the recipi- 
ent area. These were immediately 
placed in citrated plasma. The bottle 
containing the plasma and skin grafts 
was closed with a rubber stopper, 
using aseptic technic, and was imme- 
diately placed at minus 20° to minus 
25° C. Complete freezing took place 
in 15 to 30 minutes, depending on the 
initial temperature and the method of 
heat dissipation. The bottles were 
placed in a slanted position during 
freezing to minimize danger of break- 


ing. The skin frozen in plasma was 
maintained at minus 20° to minus 25° 
C. until ready for use. 

At the scheduled time of trans- 
planting, the frozen segments of skin 
in the plasma were allowed to thaw 
by placing the bottle in the water 
bath at 37° C. The skin segments 
were then transplanted to the recipi- 
ent site without suturing and using 
only salt solution to prepare the donor 
area. A paraffin-mesh dressing over 
which moist saline sponges were 
placed, followed with a pressure 
dressing of sponges, and Ace bandages 
were the means utilized to provide 
uniform pressure. The dressings were 
not examined until 1 week had 
elapsed, and at that time the dressing 
was changed and the percentage take 
was observed. The redressing subse- 
quently was as often as indicated, 
usually at 5-day intervals. 

Forty-one autogenous _split-thick- 
ness grafts preserved in the frozen 
state from 1 to 61 days at tempera- 
tures of minus 20° to minus 25° C. 
were transplanted to 3 patients. These 
grafts resulted in 80.5 per cent per- 
manent takes. Thirty-four control 
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grafts of fresh skin in the same pa- 
tients resulted in 86.4 per cent takes. 
The result of grafting does not appear 
to be affected by the time of storage 
of the grafts in the frozen state, at 
least within the experimental limits 
mentioned. Aside from the possible 
development of skin banks for homo- 
grafts, the preservation of  split- 
thickness autogenous skin grafts in the 
frozen state allows the operator to 
obtain at one operation large numbers 
of grafts which may be employed for 
transplantation at any time later on. 
Three cases are reported in detail. 
13 references. 2 figures. 


| This work is extremely interesting. It 
is to be hoped that the authors will subse- 
quently present a larger series of cases com- 
bined with longer term evaluations of the 
condition of the frozen grafts as compared 
with controls from the standpoint of 
shrinkage, sensory nerve regeneration, pig- 


mentation, and resistance to trauma.— 
Ep. | 
REFERENCES TO CURRENT ARTICLES 


Plastic and Reconstructive Surgery of the 
Hand. Bradford Cannon (Major, 
M.C., A.U.S.) and Walter C. Graham 
(Capt., M.C., A.U.S.). Mil. Surgeon 
97:137-39, Aug. 1945. (War wounds 
of the hand differ from civilian injuries 
because of the damage to nerves, ten- 
dons and bones by the passage of large 
and small shell fragments, leaving these 
structures “tied up” in scar tissue. The 
initial procedure in rehabilitation is the 
replacement of surface scar tissue by skin 

_ grafts or flaps. For burns free skin 
grafts are usually used. For deep pene- 
trating wounds flaps are required; the 
author prefers a direct abdominal flap to 
a tubed flap in these cases. After the 
application of the flap, the general con- 
dition of the hand is improved, and sur- 
gery on the deep structures, if indicated, 
can be done in 6 to 8 weeks after the 
flap has been detached from the abdomi- 


nal wall. 1 figure.) [A good article by 
very competent authors.—Ep. | 


Skin Grafting in Hemophilia with a Prepa- 
ration of Thrombin and Sulfanilamide. 
Charles S. Davidson and Stanley M. 
Levenson, Boston, Mass. J.A.M.A. 
128:656-57, June 30, 1945. (A suc- 
cessful skin graft operation is described 
in a patient with hemophilia by means 
of a preparation of thrombin and sulfan- 
ilamide to control bleeding from the 
donor site. A mixture of powdered sul- 
fanilamide and thrombin was applied to 
the donor site immediately after remov- 
ing the graft, and bleeding was con- 
trolled instantly. Firm, dry dressings 
were applied to both donor and recipient 
sites. There were no postoperative com- 
plications and the donor site healed un- 
eventfully in 9 days. The take of the 
graft was excellent.) [The use of the 
thrombin without sulfanilamide would 
have been more physiological.—Ep. | 


Closure of Defects after Cancer Surgery. 


Hans May, Philadelphia, Pa. Clinics 
4:53-62, June 1945. (Discusses the 
types of defect requiring immediate 


closure, those for which closure is best 
delayed, and the use of skin grafts and 
of flaps. The skin grafts most widely 
used for closure of these defects are the 
large split graft and the full thickness 
graft. Flaps from the immediate neigh- 
borhood of the defect [pedicled flaps] 
have certain definite advantages when 
they can be employed. In some cases, 
however, flaps from distant parts must 
be used, either open or tube flaps. 7 
figures, showing illustrative cases. ) 
Fixity of Facial Expression Following Un- 
dermining of the Skin over the Nose: 
A Modified Method by Which It Is 
Avoided. Albert P. Seltzer, Philadel- 
phia, Pa. Am. J. Surg. 68:326-35, 
June 1945. (Following operations for 
removal of nasal hump, a waxy im- 
mobility of the tissues about the nose is 
often seen in cases where the skin has 
been undermined. This can be avoided 
by doing the entire operation by means 
of periosteal elevation. At the site where 
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undermining of the skin is begun, a 
straight Joseph’s knife is slowly pushed 
upward through the original incision 
between the upper lateral cartilage and 
the skin until the nasal bones are 
reached. An incision is then made into 
the periosteum at the extreme lower 
margin of the nasal bone. Care must 
be exercised to avoid tearing of the 
periosteal tissue. “The elevator is then 


introduced through the primary peri- 
osteal incision and the tissue elevated 
along the bony nasal hump that is to be 
removed, up to the glabella. With a 
careful side-to-side movement of the in- 
strument the periosteum is peeled away 
from the nasal bones. The operation is 
then completed as usual.) [A refinement 
in the technic of nasal plastic surgery 
which appears to have merit.—Ep. ] 


15. Thyroid and Parathyroid 


CHRONIC THYROIDITIS AND PRIMARY THYROTOXICOSIS 
(EXOPHTHALMIC GOITER) 


Kazim I. GuRKAN 


Istanbul, Turkey 
Arch, Surg. 50:125-29, March 1945 


The different forms of inflamma- 
tion of the thyroid and their relation 
to thyrotoxicosis are reviewed briefly. 
Brunger was the only one preceding 
the author to note primary thyrotoxi- 
cosis (exophthalmic goiter), with its 
cardinal symptoms, associated with 
chronic thyroiditis. No relation could 
be demonstrated between the two con- 
ditions. The case presented in this 
paper throws new light on the prob- 
lem. Histologic examination showed 
undeniably morphologic evidences of 
chronic thyroiditis combined with 
signs of hyperfunction, which persist- 
ed in spite of the intake of large doses 


of iodine. Clinically the presence of 
exophthalmic goiter, with its cardinal 
and other symptoms, was just as cer- 
tain. The symptoms consisted of an 
increase in the basal metabolic rate to 
+87 per cent, pronounced exophthal- 
mos, tremor, sinus tachycardia, loss of 
weight and attacks of diarrhea. This 
case demonstrates undeniably the as- 
sociation of the two conditions. 20 
references. 3 figures. 


[While it seems likely that chronic thy- 
roiditis may be an etiological agent for a 
rare case of hyperthyroidism, it is certainly 
not the usual one, as is easily demonstrated 
histologically.—Ep. | 


POTENTIAL DANGERS, OF NONTOXIC NODULAR GOITER 


Warr_EN H. Corte, DANELY P. SLAUGHTER and Lewis J. RosstrEr 


Univ. of Illinois College of Medicine and Illinois Research Hospital, Chicago, Ill. 
].A.M.A. 127:883-87, April 7, 1945 


In a study of 523 patients with nod- 
ular goiter of all types (benign, ma- 
lignant, toxic and nontoxic) admitted 
to the Illinois Research Hospital in 
the past 7% years, 7.2 per cent were 


found to have carcinoma of the thy- 
roid. In 330 cases of toxic nodular 
goiter, the incidence of carcinoma was 
1.2 per cent; carcinoma was not found 
in any case with a solitary nodule. In 
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192 cases of nontoxic nodular goiter, 
the incidence of carcinoma was 17.1 
per cent. In this group the incidence 
of carcinoma was higher in goiters 
with a single nodule (24 per cent) 
than in multinodular goiters (11 per 
cent). Since all these patients were 
charity patients, the incidence of car- 
cinoma is probably higher than would 
be found in a similar series in a private 
hospital, as charity patients tend to 
neglect their diseases much longer 
than do private patients. In patients 
with solitary carcinoma, the mass had 
been present for an average of 7.1 
years before admission to the hospital. 
The average age of the patients was 
42 years, which is lower than the 
average age of patients with carcinoma 
of most other organs. 

Most authorities believe that car- 
cinoma of the thyroid arises in aden- 
oma, especially fetal adenoma, in the 
majority of cases (estimated from 60 
to 90 per cent). In the authors’ series 
of cases the carcinoma was definitely 
shown to have arisen in a fetal adeno- 
ma in 37 per cent. This may have 
been true in many other cases, but it 
could not be proved. In this series 
the diagnosis of carcinoma ‘was made 
only on pathological examination of 
the goiter after removal in 58 per cent 
of the cases. In 21 per cent the diag- 
nosis was made on the operating ta- 
ble; and before operation, in 21 per 


cent. Carcinoma of the thyroid was 
treated by radiation, preferably im- 
plantation of radon seeds, after exci- 
sion. In the major types of carcinoma, 
a 5-year cure can be expected in over 
50 per cent of cases with this treat- 
ment. The percentage of cure will be 
highest in those cases in which there 
are no clinical manifestations of car- 
cinoma. 


In about 20 per cent of the cases 
classed as nontoxic nodular goiter in 
this series there were slight symp- 
toms, such as slight nervousness, 
tachycardia, weakness, dyspnea, in- 
crease in sweating. These symptoms 
were so mild that they were scarcely 
noted by the patient until improve- 
ment became evident after removal 
of the goiter. The authors estimate 
that about 50 per cent of patients with 
nontoxic nodular goiter will ulti- 
mately develop some degree of toxic- 
ity if not treated. 


On the basis of the findings in these 
cases the authors recommend the 
operative removal of solitary non- 
toxic nodular goiters in young persons 
because of the danger of the develop- 
ment of thyrotoxicosis or especially of 
carcinoma. 

[The incidence of malignancy in this 
series of cases is much higher than is gen- 
erally quoted, but serves to emphasize the 
importance of operation for single nontoxic 
nodules.—Ep. | 


TUBERCULOUS ABSCESS OF THE THYROID GLAND 


Kar P. Kvassen and Georce M. Curtis 


Ohio State University, 


Columbus, Ohio 


Surgery 17:552-59, April 1945 


A case of tuberculous abscess of the 
thyroid gland in a Negro nurse of 21 
years is described, together with a 
brief outline of 16 cases selected from 
the literature. Tuberculous abscess of 


the thyroid was found equally dis- 
tributed between males and females 
at ages ranging from 7 to 74 years. 
Three patients had definite goiters, 1 
presenting toxic symptoms. The clin- 
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ical picture of tuberculous abscess was 
that of a cystic swelling of the thyroid 
gland of several months’ duration, 
which on incision was found to contain 
thick pus, positive for acid-fast bacilli 
on smear, culture or guinea pig inoc- 
ulation. The tissue removed showed 
tuberculous granulation. Treatment 
consisted of incision and drainage in 
13 cases; one abscess ruptured and 
drained spontaneously, and a thyroid- 
ectomy was done in 2 cases. In the 
majority of cases there was delayed 


-wound healing and sinus formation 


lasting up to 1 year. In 6 patients 
the wound healed by primary inten- 
tion. Ultraviolet radiation and x-ray 
therapy have been used to accelerate 
delayed wound healing. In none of 


the patients did postoperative myxe- 
dema develop. A focus of tubercu- 
losis outside the thyroid gland was 
demonstrated in 9 patients. Two pa- 
tients died of miliary tuberculosis, 
while the others made uneventful re- 
coveries. Four patients had coinci- 
dent mild tuberculosis of the lungs, 
4 had tuberculous osteomyelitis, and 
1 patient had cervical tuberculous 
lymphadenopathy. 34 references. 
[Fifty-six per cent of patients in this 
study had associated tuberculous lesions of 
the thyroid gland and lungs, bones or 
lymph glands. Toxic symptoms were even 
manifest with tuberculous swelling of the 
thyroid. The usual complications of de- 
layed wound healing and sinus formation 
accompany incision and drainage.—Ep. | 


THE INFLUENCE OF THYROIDECTOMY ON THE PROMI- 
NENCE OF THE EYES IN THE GUINEA PIG AND IN MAN 
Brown M. Dosyns 


Rochester, Minn. 
Surg., Gynec. & Obst. 80:526-33, May 1945 


An increase in prominence of the 
eyes during the first 3 weeks follow- 
ing subtotal thyroidectomy is demon- 
strated. The question arises as to what 
the outcome of this ocular change 
may be. Obviously, if the increase 
continued indefinitely at the same 
rate, it long would have been a rec- 
ognized clinical fact. At the time of 
writing of this report, 14 patients had 
been seen 2 or more months after 
thyroidectomy and, for the most part, 
the increase in ocular prominence that 
previously had been demonstrated 
had not regressed. Since the indica- 
tions are that fall in basal metabolic 
rate subsequent to the short period of 
observation covered by most of this 
study is accompanied by further in- 
crease in prominence of the eyes, thy- 


roiditis (lymphocytic infiltration of 
the thyroid) and its predisposition to 
postoperative hypothyroidism may 
have some bearing on changes in the 
eyes. 

Thirteen patients who sought treat- 
ment for myxedema, either of post- 
operative or spontaneous origin, gave 
evidence of regression in the promi- 
nence of their eyes when thyroid ex- 
tract was administered to raise their 
basal metabolic rates, especially in the 
patients who had suffered from their 
hypothyroidism for a relatively short 
period of time. There is a distinction 
between actual prominence of the eyes 
and the other numerous eye signs, 
such as retraction of lids, stare, ten- 
sion of the muscles of expression and 
so on, which contribute to the exoph- 
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thalmic appearance. The improve- 
ment in these latter signs masks the 
actual increase that takes place in 
prominence of the eyes after thyroid- 
ectomy for exophthalmic goiter. 

Observations were made on the 
changes in the prominence of the eyes 
after total thyroidectomy performed 
on 13 guinea pigs and after subtotal 
thyroidectomy performed on 233 pa- 
tients. An improved caliper method 
and a camera lucida method were de- 
vised and found more accurate than 
some previous methods for studying 
such changes in experimental animals. 
Multiple readings were made on the 
animals with these instruments, and 
more than 10,000 exophthalmometer 
readings were made on patients. In- 
crease in prominence of the eyes of 
both experimental animals and of pa- 
tients was found. Among patients 
there apparently was some correla- 
tion between the fall in basal meta- 
bolic rate and the increase in the 
prominence of the eyes. The presence 
of thyroiditis, the sex of the patient, 
the weight of the thyroid tissue re- 
moved, the presence of intra-adenom- 
atous hyperplasia and the presence 
of preoperative exophthalmos appar- 
ently had little or no correlation with 
the changes in prominence of the eyes 
after subtotal thyroidectomy per- 
formed on patients. 28 references. 6 
figures. 

[It seems improbable that any signifi- 
cant correlation exists between the in- 
creased prominence of the eyes in the 14 
patients studied and the fall in the basal 
metabolic rate. Progressive exophthalmos, 
although rare, is occasionally seen clinically, 
and in these patients the only effect of 
thyroidectomy is to slow the progress. 
Usually, also, the exophthalmos existed co- 
incident with a rising metabolic rate pre- 
operatively, and it is possible that the in- 
creased prominence noted here represents 


merely a lag. The “fixed eyeball” sign 
(lack of mobility of eyeballs on pressure) 
is evidence that ‘exophthalmos present be- 
fore thyroidectomy may not improve or 


may even get worse after operation.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

End-Results in the Treatment of Hyper- 
parathyroidism. Roy D. McClure and 
Conrad R. Lam, Detroit, Mich. Ann. 
Surg. 121:454-69, April 1945. (Six 
cases of hyperparathyroidism are re- 
ported. One patient did not have surgi- 
cal intervention and died of acute para- 
thyroid intoxication. Adenomas were 
removed from the other 5 patients. One 
of these died 4 months after operation 
in a hypoparathyroid state. The other 4 
patients were followed up for 4 to 8 
years after operation and appear normal. 
In this series were found examples of all 
clinical types of hyperparathyroidism, 
classic von Recklinghausen’s disease, os- 
teoporosis with and without renal stones, 
renal stones alone, and acute parathyroid 
poisoning. The latter implies neglect or 
delay of specific surgical treatment until 
there is a fatal issue.) [This article dem- 
onstrates well the need for judicious 
surgical intervention in adenomas of the 
parathyroids. The necessity for suppor- 
tive treatment until postoperative balance 
is attained may also be pointed out, to 
prevent fat "D. | 


Blood Iodine Studies: VI. An Analysis of 
the Blood Iodine in Thyroid Disease. 
George M. Curtis and M. Been Fert- 
man, Columbus, Ohio. Arch. Surg. 
50:207-13, April 1945. (The average 
blood iodine level was significantly ele- 
vated in all forms of toxic goiter but 
was not significantly elevated in non- 
toxic nodular goiter or in nontoxic dif- 
fuse colloid goiter. In 79 patients with 
hypothyroidism the blood iodine was not 
significantly lower than in normal per- 
sons in the goitrous region under consid- 
eration, although the basal metabolic 
rate was definitely reduced. The aver- 
age blood iodine in 9 patients with car- 
cinoma of the thyroid, unlike that of a 








ar- 


QUARTERLY REVIEW OF SURGERY 49 








previous group of 3 similar patients, did 
not differ significantly from normal, in 
sp:te of the elevated basal metabolic rate. 
In none of the disorders named was 
there found any significant linear cor- 
relation between the level of the blood 
iodine and the duration of symptoms or 
of goiter. In 3 patients with chronic 
thyroiditis the average blood iodine was 
not significantly elevated.) [According 
to the evidence presented here, blood 
iodine studies contribute mainly to the 
diagnosis of toxic goiter.—Ep. | 


Thiouracil (Deracil): A Study of Its Use 


in Forty-Three Cases of Thyrotoxicosis. 
John R. Montague and Charles P. Wil- 
son, Portland, Oreg. West. J. Surg. 
53:65-70, March 1945. (Six of a series 
of 43 cases are described in detail as 
illustrative of the most typical failures, 
successes and dangers of thiouracil. Of 
19 cases of toxic nodular goiter, 16 were 
improved and 3 unimproved... Of 16 
cases of diffuse toxic goiter, all were im- 
proved. Of 8 cases in which treatment 
was discontinued, 1 showed improve- 
ment, 3 remained unimproved, and 4 
were uncooperative. The dosage began 
with 0.6 gm. daily and was gradually 
diminished as improvement took place. 
There were few toxic reactions. Early 
remissions were obtained in patients who 
had presented symptoms for relatively 
short periods. Unless the remissions in- 
duced by thiouracil are maintained over 
a considerable period of years, the drug 
may prove more valuable as a preopera- 
tive preparation than as a cure. No in- 
stance of depression of the granulocytes 
was noted in the few cases in which 
blood changes were followed.) 


Toxic Reactions to Thiouracil: Report of 


Cases with One Fatality. Samuel L. 
Gargill and Mark Falcon Lesses, Bos- 
ton, Mass. J.A.M.A. 127:890-98, 
April 7, 1945. (Eight of 43 patients 
receiving thiouracil for toxic goiter and 
1 patient treated for hypertensive heart 
disease and coronary heart disease with- 
out thyrotoxicosis developed toxic reac- 
tions. The latter included 1 fatal case 


of agranulocytosis and 1 nonfatal case 
of granulocytopenia, 2 cases of jaundice, 
2 cases of drug fever, and 2 cases of 
submaxillary salivary gland swelling. Al- 
though thiouracil is an effective drug for 
the treatment of thyrotoxicosis, it is also 
an unpredictably toxic drug which may 
produce serious and uncontrollable ef- 
fects on the bone matrow and liver. Its 
use should be carefully controlled until 
methods of controlling its toxic effects 
have been discovered. 


Thiouracil in the Treatment of Thyro- 


toxicosis. Robert H. Williams and How- 
ard M. Clute, Boston, Mass. J.A.M.A. 
128:65-69, May 12, 1945. (Thioura- 
cil was used in the treatment of 152 
patients with thyrotoxicosis and was 
found highly effective in producing and 
maintaining a remission of the disease. 
Patients prepared for thyroidectomy 
with thiouracil experience less thyro- 
toxic manifestations before, during and 
after operation than patients prepared 
with iodide, but their thyroid glands 
sometimes bleed more. Supplementing 
thiouracil with iodide therapy tends to 
decrease some of the technical difficulties 
of thyroidectomy. Sixteen patients de- 
veloped reactions to thiouracil, almost all 
occurring within the first 5 weeks of 
treatment. Agranulocytosis developed in 
2 patients, edema of the legs in 6, urti- 
caria in 5, morbilliform rash in 4, al- 
lergic arthritis in 2, vomiting in 2, fever 
in 2, and diarrhea in one. One patient 
developed an enlargement of the sub- 
maxillary glands and 1 leukopenia with- 
out agranulocytosis. ) 


Thiouracil in Hyperthyroidism; a Survey 


of One Year’s Experience. Martin G. 
Vorhaus and Harold H. Rothendler, 
New York, N. Y. New York State J. 
Med. 45:1087-93, May 15, 1945. (Of 
25 patients with hyperthyroidism treated 
with thiouracil, 3 showed undesirable 
reactions, making it necessary to dis- 
continue the drug. The remaining 22 
patients showed some degree of im- 
provement, but in 5 of these patients 
the response was not considered suffi- 
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cient to justify long-term administration 
of the drug, and operation was recom- 
mended; thyroidectomy has been suc- 
cessfully performed in 4 of these cases. ) 
| Accumulated evidence from the 263 
reported cases in the 4 articles referred 
to above shows that 90 per cent of the 
treated cases improved on thiouracil. It 
was somewhat more effective where the 
symptoms were of short duration. Dis- 
advantages attendant upon its use were 


the toxic reactions occasioned, of which 
there were twelve varieties, uncertainty 
of length of remissions, and increased 
technical difficulties at operation. 10.5 
per cent to 21 per cent of treated pa- 
tients develop some toxicity. Despite the 
reportedly fewer thyrotoxic manifesta- 
tions with this drug, time will undoubt- 
edly prove that iodine should be used 
afterwards before any operative proced- 
ure is carried out.—Ep. | 


16. Thoracic Surgery 


CHEST WOUNDS IN BATTLE CASUALTIES 


Joun P. West (Major, M.C., A.U.S.) 
New York, N. Y. 
Ann. Surg. 121:833-39, June 1945 


Of 5,124 battle casualties, 157 (3 
per cent) were chest wounds. There 
were 25 deaths, a mortality rate of 
15.9 per cent. Forty-five casualties 
had relatively minor penetrating 
wounds with simple hemothorax, re- 
quiring aspiration only. In 12 of 
these, small hemothoraces caused no 
respiratory distress and the patients 
were evacuated without aspiration. 
Forty patients had penetrating 
wounds, not of the sucking type, with 
damage to the chest wall, suggesting 
serious injury to the lung. Limited 
thoracotomy was done in these cases, 
the chest being opened through the 
wound entrance. In 23 cases, a lacer- 
ation of the underlying lung was 
found and sutured. The one death 
occurred during operation, during 
temporary collapse of the lung for 
exploration of the chest cavity. Death 
was due to sudden heart failure. 

Thirty patients had sucking wounds, 
but in all the sucking had been tem- 
porarily controlled, though not al- 
ways completely, by dressings. A lac- 
erated lung was found in 14 cases. 


Wounds of the chest wall were treat- 
ed by débridement, which included 
resection of all fractured rib ends. 
The opening in the chest cavity was 
enlarged to afford better exposure of 
the jung and pleural cavity. All lac- 
erations were sutured. There were 
10 deaths (33.3 per cent). Three 
patients were operated upon because 
of persistent tension pneumothorax. 
In a case of secondary hemorrhage oc- 
curring 10 days after injury, with 
alarming hemorrhage on the tenth day 
of hospitalization, thoracotomy was 
done. A tourniquet was placed around 
the hilus of the lung. The patient re- 
covered following pneumonectomy 
without improvement of associated 
paraplegia. 

In 36 patients the wounds were 
thoraco-abdominal. One patient died 
during the induction of anesthesia. 
Nineteen cases were on the right side 
and 17 on the left. In 11 cases an 
adequate but not complete abdominal 
exploration was accomplished by en- 
larging the thoracotomy incision 
When complete abdominal explora- 
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tion was indicated, a celiotomy inci- 
sion was necessary. Patients who had 
chest pathology corrected prior to 
celiotomy did much better than those 
who had a celiotomy first. There 
were 11 deaths in this group, | before 
and 10 after operation. In 8 of these 
cases, death appeared to be due pri- 
marily to the abdominal injury. One 
patient died of associated head injury. 

Four patients had wounds of the 
heart, or of the pericardium without 
damage to the heart. In the latter 
case, lacerations were partially su- 
tured and left so that the pericardial 
and pleural spaces were continuous. 
One patient had a hemopericardium 
of about 200 cc. in addition to a suck- 
ing chest wound. A splash could be 
heard with each heart beat. A small 
incision was made in the pericardium 
and the blood was evacuated. Bleed- 
ing stopped, but its source was not 
discovered. Another patient with a 
sucking chest wound had a laceration 
of the left ventricle. This patient 
died of hemorrhage as an attempt was 
being made to suture the laceration. 

The one crush injury in the series 
was caused by a truck passing over a 
soldier’s chest, fracturing 5 ribs along 
the right axillary line. Under local 
anesthesia the ends of the fractured 
ribs were resected, and under one of 
the fractures a small tear in the pleura 
was found. Following operation, 
there was definite improvement in the 
respiration and recovery ensued. 

All penetrating wounds of the chest 
wall, with one exception, were dé- 
brided, treated with penicillin and 
sulfanilamide, and completely  su- 
tured. In addition to local sulfanila- 
mide and penicillin powder, all chest 
casualties received 1 gm. of sulfadia- 
zine every 4 hours by mouth for about 
7 days, and 20,000 units of penicillin 


intramuscularly every 4 hours for 48 
hours. No wound infections or infec- 
tion of the pleural space occurred 
during a period of observation of 
from 10 days to 2 weeks. Foreign 
bodies were removed in 8 cases, 6 
being in the periphery of the lung and 
2 free in the pleural cavity. The 
pleural cavity was not drained after 
any of the 111 operations. One or 
more aspirations were usually needed 
before the patient was evacuated. One 
patient with an accumulation of bile 
in the right chest was aspirated daily, 
and drainage had almost ceased on 
his evacuation 12 days later. 

Small penetrating wounds of the 
chest cavity with simple hemothorax 
are best treated by aspiration alone. 
Penetrating wounds with fractured 
ribs or lung injury should have a lim- 
ited thoracotomy through the wound 
entrance or exit. Fractured rib ends 
should be resected, blood evacuated, 
and lacerations of the lung sutured. 
In sucking wounds, an incision large 
enough to permit inspection of the 
lung is indicated because of the prob- 
ability of lung injury. A lung lac- 
eration bleeding or leaking air should 
be sutured. Thoraco-abdominal 
wounds are usually best handled by 2 
incisions, with thoracotomy first and 
celiotomy later in most cases. Local 
anesthesia is preferable for rib resec- 
tion. 9 references. 


REFERENCE TO CURRENT ARTICLE 


Posttraumatic Hemothorax Management. 
Edward M. Kent (Lt. Comdr., M.C., 
U.S.N.R.) and Harry E. Tebrock (Lt., 
M.C., U.S.N.R.). U. S$. Nav. M. Bull. 
45:14-21, July 1945. (Advocates the 
treatment of posttraumatic hemothorax 
by slow aspiration without air replace- 
ment. Aspiration at several levels may 
be necessary. This treatment reduces 
the size of the hemothorax, permits 
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rapid re-expansion of the lung, and pre- 
vents complications. If a massive organ- 
ized hemothorax is present, thoracotomy 
is indicated with manual evacuation of 


17. Chest Wall 


REFERENCE TO CURRENT ARTICLE 


Thoracoplasty: Report on 240 Consecutive 
Patients. Paul D. Crimm, Evansville, 
Ind. Am. Rev. Tuberc. 51:505-12, 
June 1945. (Reports 458 thoracoplasty 
operations on 240 patients with pulmo- 
nary tuberculosis; 141 of these patients 
had far advanced and 99 moderately 
advanced tuberculosis. ‘The operative 
mortality per patient was 5 per cent, per 
operation 2.6 per cent. These patients 


18. Pleura 


REFERENCES TO CURRENT ARTICLES 

Empyema Complicating a Pneumothorax 
Treated with Penicillin. L. A. Quirk, 
Hull, Eng. Brit. M. J. 1:911, June 30, 
1945. (In the case reported, a child 2 
years of age developed a pneumothorax 
after swallowing a safety pin, which 
caused injury to the esophagus. After 
removal of the pin, sulfathiazole was 
given by mouth, but empyema devel- 
oped. Sulfathiazole was discontinued 
and the empyema treated by aspiration 
of pus, followed by injection of penicillin 
in saline (60,000 units in 60 cc. saline) 
into the pleural cavity. Four injections 
were given; the pus aspirated before the 
fourth injection was sterile. ‘The lung 
re-expanded gradually, and expansion 
was complete 10 days after the patient’s 
discharge from the hospital. A small 
amount of pleural thickening at the 
parietes persisted at that time. ) 

Readhesion After Intrapleural Cauteriza- 
tion. R. J. C. Maxwell, Surrey, Eng. 
J. Thoracic Surg. 14:194-216, June 
1945. (Seven cases of readhesion of 
the lung to the parietes after closed pneu- 


the clot and decortication of the lung. 
If there is injury to the intercostal ar- 
teries or the internal mammary artery, 
ligation is indicated. 6 figures. ) 


were operated 1.to 10 years ago; the 
nonoperative mortality has been 21 per 
cent; in 15 per cent death was due to 
tuberculosis, in 6 per cent to other 
causes. Of the entire series of 240 pa- 
tients, 63 per cent have a negative spu- 
tum; of these, 54 per cent are well and 
working, and 9 per cent are on limited 
activity. Some details of the operation 
are discussed and results compared with 
those reported by others. 2 charts. 22 
references. ) 


monolysis are reported. Six were treated 
by operative remobilization: 5 by im- 
mediate intervention and detachment of 
the lung, and 1 by cauterization 7 weeks 
after readhesion. ‘Tuberculous empyema 
followed remobilization in 1 patient with 
tuberculosis of the pleura. Persistent ef- 
fusion developed in another patient in 
whom collapse achieved by original 
pneumonolysis was unsatisfactory. In 
the 4 patients in whom the original col- 
lapse was complete or adequate and the 
pleura free from tuberculosis, the lung 
was remobilized and pneumothorax con- 
tinued without complication. ) 


The Significance of Fluid in the Pleural 


Space: A Study of 274 Cases. William 
S. Tinney and Arthur M. Olsen, Roch- 
ester, Minn. J. Thoracic Surg. 14:248- 
52, June 1945. (Fluid in the pleural 
space is probably never primary and in- 
dicates serious organic disease. Of 444 
cases with pleural fluid no definite diag- 
nosis could be made in 179. In 104 of 
these cases neither malignancy nor tu- 
berculosis seemed probable. In the re- 
maining 66 cases, diagnosis might have 
been made if there had been opportunity 





ung. 
ar- 
tery, 


the 
per 
ie to 
ther 
pa~- 
spu- 
and 
rited 
ation 
with 
22 


‘ated 
im- 
it of 
reeks 
‘ema 
with 
t ef- 
it in 
ginal 
In 
col- 
1 the 
lung 
con- 


eural 
liam 
‘och- 
248- 
eural 
d in- 
444 
diag- 
14 of 
r tu- 
> re- 
have 
unity 





QUARTERLY REVIEW OF SURGERY 53 





for further observation and study of the 
pleural fluid. In examinations of the 
aspirated fluid the gross characteristics 
should be noted, as well as the specific 
gravity and number of cells. A search 
for neoplastic cells should be made. Bac- 
teriologic studies should include cultures 


19. Lung 


and inoculation experiments. If chylo- 
thorax is suspected, the fluid should be 
stained with sudan III, shaken with 
ether, and chemically analyzed for fat. 
In obscure cases it is wise to suspect 
tuberculosis and treat the patient ac- 
cordingly. ) 


THE VALUE OF PENICILLIN IN THE TREATMENT 
OF EMPYEMA 


Joun Winstow HirsHFe.p, C. W. Buccs, WiLLiaM E. Apsort, and 
MartruHew A. PILLING 
Detroit, Mich. 
J.A.M.A. 128:577-82, June 23, 1945 


In certain cases of empyema there 
is no doubt that penicillin, when prop- 
erly used, will obviate the need of 
surgical drainage. Those responding 


_ to penicillin are chiefly the cases that 


have been detected relatively early 
when the pus is still thin and those in 
which none of the complications de- 
scribed are present. However, there 
is also no doubt that, even when the 
complications described are present, 
penicillin can be of considerable aid 
as an adjunct to surgery. By means 
of penicillin and aspiration a large 
empyema can often be transformed 
into a small one that the lung can ob- 
literate more quickly after rib resec- 
tion. It is also possible to tide a criti- 
cally ill patient over a period during 
which surgical intervention is hazard- 
ous. However, if the empyema is not 
bacteriologically and anatomically 
such that if will respond to penicillin 
therapy, to persist with aspiration of 
pus and instillation of penicillin is 
useless. An empyema is cured by ex- 
pansion of the lung. Once the pleura 
becomes so thick that the lung cannot 
re-expand, an empyema cannot be 
cured by any means short of an opera- 


tion designed to move the chest wall 
in to meet the lung [or by lung de- 
cortication.—Ep.]. Such a procedure 
is serious and deforming and often 
must be done in stages. Drainage of 
an empyema by resecting a small sec- 
tion of rib under local anesthesia is 
such a trivial procedure compared to 
the operation for obliteration of 
chronic empyema that one is not justi- 
fied in risking the possibility of hav- 
ing to do the latter in hopes of avoid- 
ing the former. It is rational then to 
treat an empyema by aspiration of pus 
and installation of penicillin as long 
as rapid improvement is being made. 
If the patient becomes afebrile and 
the fluid decreases in amount, becomes 
sterile on culture and resembles the 
penicillin that was injected, satisfac- 
tory progress is being made. How- 
ever, if the patient has a persistent 
fever, if the pus continues to accumu- 
late, and if the cavity fails to de- 
crease rapidly in size, surgical drain- 
age should be accomplished without 
further temporizing. 

Penicillin should be used to cure 
small empyemas without . loculation, 
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to cure lung sequestrums or bronchial 
fistulas, to make large empyemas 
smaller, and to tide over a critically 


ill patient until he can be operated on 
safely. Thirteen cases are reported in 
detail. 12 references. 


BLAST INJURY OF THE LUNG: POSSIBLE EXPLANATION 
OF MECHANISM IN FATAL CASES—AN 
EXPERIMENTAL STUDY 


Lerrie M. Carron, Jr., RICHARD A. RAsMussEN, and 


W. E. 


ADAMS 


Chicago, Ill. 
Surgery 17:786-93, June 1945 


There are + main theories advanced 
for the cause of death due to blast: 
(1) Death may be due to pulmonary 
hemorrhage and interference with the 
respiratory function. Examinations 
show that this might be true in some 
blast cases. The lung injury, how- 
ever, is usually not sufficient to cause 
death. (2) Cerebral injury may be 
the cause of death. The lesions found 
in the brain in those patients dying 
immediately or soon thereafter are 
very indefinite. (3) Death due to 
blast may be cardiac in origin. Wil- 
son has stressed the importance of in- 
jury to the heart, and that ventricular 
fibrillation may occur and account for 
death in some cases. (4) Air embo- 
lism may be a possible cause of death. 

In the present series of experi- 


ments, the cause of death following 
increased intrabronchial pressure pro- 
duced by single or multiple blasts of 
air in 18 dogs was coronary air em- 
bolism in 15, with pneumothorax as 
a contributory factor in eight. Pneu- 
mothorax appeared to be the sole 
cause of death in the remaining three. 
Other gross findings noted in these 
animals were similar to those report- 
ed in human beings following blast 
injury. In some patients dying im- 
mediately following a blast injury the 
cause of death has not been adequate- 
ly explained. Coronary air embolism 
may be very easily overlooked and 
might well be the cause of death in 
some cases of blast injuries. 15 ref- 
erences. 4 figures. 


AN ANALYSIS OF THE MASSACHUSETTS GENERAI 
HOSPITAL CASES OF LUNG ABSCESS FROM 
1938 THROUGH 1942 


RICHARD 
Massachusetts General 


Surg., Gynec. & Obst. 


In a series of 120 cases of lung ab- 
scess treated at the Massachusetts 
General Hospital from 1938 through 
1942 (75 operated cases; 45 medi- 
cally treated cases), primary lobec- 
tomy was done in 15 cases (i.e., 1 out 


H. Sweet 


Hospital, Boston, Mass. 


80:568-74, June 1945 


of 5 of the operated cases). The most 
frequent indication for this operation 
was chronicity of the disease, which 
was of less than | year’s duration in 
only 5 of the 15 cases. In 2 cases 
lobectomy was done because of seri- 
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ous hemorrhage. As lung abscess 1s 
characteristically associated with hy- 
perplasia of the hilar lymph nodes 
and inflammatory induration of adja- 
cent structures, including the tissues 
around the pulmonary blood vessels, 
individual ligation of these vessels 
and separate bronchial closure are 
often impossible. This was the case 
in 10 of the 15 lobectomies in this 
series, and the tourniquet technic was 


employed. There were 2 deaths from ° 


sepsis in this group, and, while 8 of 
these patients ultimately recovered, 6 
developed postoperative empyema; 
adequate chemotherapy was employed 
in only 3 of these 6 cases. The 2 pa- 
tients with primary healing had had 
chemotherapy. In the 5 cases in 
which individual ligation of vessels 
and separate bronchial closure, using 
the silk technic, were done, there were 
4 uncomplicated recoveries and 1 case 
of empyema; the empyema devel- 
oped in the only patient in the group 
who had not been given sulfa therapy. 


In 60 cases, drainage of the abscess 
was done by a technic described in 
1940; the one-stage procedure was 
done in 15 cases, the two-stage in 45 
cases. The results of this procedure 
were “disappointing,” as in the series 
of cases previously reported; 19 pa- 
tients were cured, 32 are living with 
disease, and 9 died. One patient died 
on the operating table (the only death 
attributed to the operation), 5 died 
as a result of spreading infection of 
the lung, 2 from massive hemorrhage, 
and 1 from brain abscess. 

In the majority of the patients who 
had persistent disease after drainage, 
lobectomy was advised, but this was 
carried out in only 11 patients. All 
of these patients were cured, although 
all but 2 developed postoperative 
empyema. In the 2 cases without 


empyema, the technic of individual 
vessel ligation and bronchial suture, 
using silk, was employed. 

In 45 cases in which operation was 
not done, 11 patients died, all being 
seriously ill on admission; 6 are liv- 
ing with disease present but have re- 
fused operation, and 28 recovered 
with the usual symptomatic treatment, 
bed rest and postural drainage; ade- 
quate sulfa therapy was used in only 
5 of these cases. 

Two previous reports on lung ab- 
scess have been published from the 
Massachusetts General Hospital 
(1924-1932 and 1931-1937), bring- 
ing the total number to 681 cases. 
There has been a definite increase in 
the total number of cures in the peri- 
od covered by these reports, and an 
increase in the percentage of cures 
resulting from surgery. There has 
been no significant change in the per- 
centage of patients operated on, but 
a relative increase in the number of 
primary lobectomies. 2 references. 6 
charts. 2 tables. 


REFERENCES TO CURRENT ARTICLES 


Tuberculosis of the Lower Lobe. Raymond 
C. Cohen, Black Notley, Essex Co., 
Eng. Brit. M. J. 1:662-63, May 12, 
1945. (Tuberculosis of the lower lobe 
of the lung is comparatively rare; only 
81 cases were found among 2,200 cases 
of pulmonary tuberculosis in adolescent 
and adult women—an incidence of 3.68 
per cent. In tuberculosis of the lower 
lobe, early cavity formation is common. 
If a cavity is present when the patient 
first comes under observation, surgical 
treatment is indicated if the patient does 
not respond promptly to conservative 
treatment, including bed rest. Crushing 
of the phrenic nerve followed by pneu- 
moperitoneum is indicated in cases in 
which the cavity is not in the apex of 
the lower lobe. Pneumothorax should 
be tried if the cavity does not show signs 
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of closing within 2 months. In cases of 
cavity in the apex of the lower lobe, 
pneumothorax seems to be the best ini- 
tial treatment, but phrenic nerve paraly- 
sis and pneumoperitoneum may be indi- 
cated subsequently. ) 


Lobectomy and Pneumonectomy for Tu- 


berculosis. Editorial. Brit. M. J. 1:880- 
81, June 23, 1945. (A brief review of 
the history of these operations for tu- 
berculosis with special reference to re- 
sults reported in the recent literature. ) 


The Segments of the Lungs from the 


Standpoint of Surgical Procedures. Brian 
Blades (Lt. Col., M.C., A.U.S.). Dis. 
of Chest 11:203-12, May-June 1945. 
( Discusses the major and minor surgical 
units of the lungs and their identification 
preoperatively and at operation, with 
special reference to the operation of 
lobectomy. Neoplasms of the lung should 
not be treated by partial resection of 
lung tissue. In other conditions, if there 
is any doubt as to the amount of lung 
tissue to be excised, the author con- 
siders that it is better to be too radical 
than too conservative. The author has 
performed 17 partial lobectomies and 55 
complete lobectomies, removing 2 lobes 
in approximately half the latter. There 
was | postoperative death in each group. 
3 references. 3 figures.) 

fected Bronchiectasis ‘Treated with In- 


tratracheal Penicillin. H. B. May and 
M. A. Floyer, London, Eng. Brit. 


M. J. 1:907-908, June 30, 1945. (In 
treating infected bronchiectasis with 
penicillin given intratracheally, a rela- 


tively high concentration was used be- 
cause of the presence of a mixed infec- 
tion in this condition with organisms of 
varying degrees of sensitivity to the 
drug. ‘The patient practiced postural 
drainage for 20 to 40 minutes. Then, 
after anesthetization of the skin of the 
neck and the trachea, a solution of peni- 
cillin in saline was injected into the 
trachea through a fine needle, the pa- 
tient being placed in such a position that 
the fluid would run into the bronchiec- 
tatic cavity. The solution used con- 


tained 10,000 units of penicillin per cc.; 
5 to 8 ce. (50,000 to 80,000 units) 
were injected at each treatment, and 8 
to 10 daily treatments given. Three 
illustrative cases are reported, in all of 
which the treatment was beneficial; in 1 
of these, an advanced case, lobectomy is 
to be done, as the patient’s condition is 
greatly improved by the penicillin ther- 
apy, rendering the operation safe. ) 


The Treatment of Empyema Thoracis 


with Penicillin. Martin J. Healy, Jr. 
(Capt., M.C., A.U.S.) and Harry L. 
Katz (Capt., M.C., A.U.S.). J.A.M.A. 
128:568-73, June 23, 1945. (Five pa- 
tients with empyema of varying etiology 
were treated with aspiration and intra- 
pleural instillation of penicillin. Four 
patients with acute empyema recovered 
with little or no pleural thickening and 
were returned to duty in from 3 to 5 
months after onset of illness. A patient 
with chronic empyema suffering an 
acute exacerbation responded to treat- 
ment in the acute phase but eventually 
required further surgery. From 35,000 
to 50,000 units of penicillin was the 
dosage most frequently used. ) 


The Medical Treatment of Acute Empy- 


ema: Report of Five Cases Cured with 
Chemotherapy and Thoracenteses. Her- 
man Rudensky (Capt., M.C., A.U.S.), 
David H. Sprong, Jr. (Major, M.C., 
A.U.S.) and Clifford C. Woods (Lt. 
Col., M.C., A.U.S.). J.A.M.A. 59: 
573-77, June 23, 1945. (OF 5 cases 
of acute empyema, 2 cases of putrid 
empyema due to ruptured lung ab- 
scesses responded well and rapidly to 
sulfadiazine and penicillin [intsamuscu- 
larly and intrapleurally] following re- 
peated thoracenteses. One case of post- 
pneumonic empyema responded to intra- 
muscular and intrapleural penicillin fol- 
lowing repeated thoracenteses, and an- 
other due to Staph. aureus and Staph. 
albus responded to local penicillin after 
aspiration of pus. A case of empyema 
due to Staph. aureus and Proteus vul- 
garis was cured following sulfadiazine 
orally, repeated thoracenteses and azo- 
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chloramid intrapleurally. An additional 
3 cases likewise responded nicely to 
medical treatment with thoracentesis. ) 


Lung Abscess Caused by Bacteroides Nec- 


rophorus: Report of a Case with Au- 
topsy. William P. Callahan, Jr., Parker 
R. Beamer, and Anibal Roberto Valle, 
St. Louis, Mo. J. Thoracic Surg. 14: 
231-47, June 1945. (A review of the 
literature shows that infection occurs via 
the respiratory tract with formation of a 
primary focus in the nasopharynx fol- 
lowed by lung abscess. In the present 
case the source of infection was from the 
green hides of animals, or from sheep’s 
wool. Infections of this type constitute 
an occupational hazard to persons re- 
quired to come in contact with animals. 
Infection with Bacteroides necrophorus 
is probably more common than has been 
supposed. Careful anaerobic cultures are 
required for isolation of the organism. 
The classification and nomenclature of 
this group of organisms are discussed. 
The patient died in spite of repeated 
bronchoscopy, x-ray therapy, transfu- 
sions and cautery pneumonotomy, 46 
days after admission. ) 


Closure of the Bronchial Stump Following 


Lobectomy or Pneumonectomy. Rich- 
ard H. Sweet, Boston, Mass. Surgery 
18:82-84, July 1945. (Description of 
author’s technic for closure of the 
bronchial stump after lobectomy or 
pneumonectomy, as used in 140 cases; 
with leakage from breaking open of the 
stump occurring in only a single case. 
The postoperative period varied from a 
few days to more than 2 weeks. The 
author concludes that this method is sat- 
isfactory for use following lobectomy or 
pneumonectomy. ) 


Primary Carcinoma of the Bronchus, Its 


Pathology, Symptomatology, Diagnosis 
and ‘Treatment with an Analysis of 67 
Cases. George P. Muller and Bernard 
J. Miller, Philadelphia, Pa. Clinics 
4:42-52, June 1945. (In the 67 cases 
reported, cough was an initial symptom 
in 20 patients, and only 12 of these 
were given an immediate reentgeno- 


graphic and bronchoscopic examination. 
Dry cough was a symptom in 45 patients 
at the time of admission to the hospital, 
and in 13 there was cough with puru- 
lent expectoration. The lesion was dem- 
onstrated by x-ray in 24 patients, and 
positive evidence of malignancy of the 
lung was demonstrated by bronchoscopy 
in 49 cases. Thoracotomy was done in 
55 of the 67 cases, but total pneumonec- 
tomy was not possible in 26 of these be- 
cause of extensive metastatic involve- 
ment of the mediastinum or parietal 
pleura. Two patients who had total 
pneumonectomy are living and well. 
Radiation therapy is of value in bronchi- 
ogenic carcinoma for diminishing the 
pleural effusion and relieving pain. In 
the authors’ experience it may cause 
some regression of aplastic tumors, but 
not of squamous cell carcinoma or ade- 
nocarcinoma. 20 references. 2 figures. 


Some Unusual Thoracic Tumours. N. R. 


Barrett and W. G. Barnard. Brit. J. 
Surg. 32:447-57, April 1945. (The 
unusual thoracic tumors described in- 
clude pathological lesions of the pre- 
pericardial fat pad, teratoma of the lung, 
adenoma of the bronchus, intrathoracic 
lipoma, mixed carcinoma and sarcoma 


of the lung.) 


Pyopneumothorax in the First Month of 


Life with Recovery: Two Case Reports. 
G. P. Rosemond and H. T. Caswell, 
Philadelphia, Pa. Am. J. Surg. 68:383- 
87, June 1945. (Two cases of pyopneu- 
mothorax occurring in the first month 
of life are described in which immediate 
closed drainage was a life-saving pro- 
cedure. Both intants were discharged in 
excellent condition. The cause of the 
pyopneumothorax in these cases was a 
staphylococcic pulmonary infection with 
abscess formation and perforation into 
the pleural cavity. The first baby was 
treated with immediate intercostal 
closed drainage with suction followed by 
later rib resection. Penicillin was admin- 
istered locally and intramuscularly. The 
drainage tube was removed after 29 
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days. The second child received sulfa- 
diazine by mouth. In this case the cavity 


20. Mediastinum 


REFERENCE TO CURRENT ARTICLE 
Cystic Lymphangioma of the Mediastinum. 
S. Sanes, Joseph E. Macmanus and G. 
Newton Scatchard, Buffalo, N. Y. J. 
Thoracic Surg. 14:253-58, June 1945. 
(A man of 59 years, suffering from 
cystic lymphangioma of the mediastinum, 
believed he had cancer of the esophagus 
because of chronic bronchitis and cough. 
X-ray examination showed a mediastinal 
tumor believed to be a neurofibroma or 
cyst. Exploratory thoracotomy revealed 


21. Heart 


REFERENCES TO CURRENT ARTICLES 

Surgical Closure of the Patent Ductus Ar- 
teriosus. James W. Nixon, San Antonio, 
Texas. Dis. of Chest 11:241-47, May- 
June 1945. (Presents a review of the 
technic, complications and results of the 
operation for closure of the patent ductus 
arteriosus. The time since most of the 
operations for patent ductus arteriosus 
have been done does not as yet permit 
conclusions as to the persistence of the 
cure; however, the immediate results 
are sufficiently beneficial to warrant con- 
tinued interest in the subject. 28 ref- 
erences. ) 

Staphylococcal Pyopericardium (Compli- 
cating Typhoid Fever) Treated with 
Penicillin. H. Bathurst Norman (Lt.- 
Col., R.A.M.C.) and R. M. Ainsworth 
(Major, R.A.M.C.). Brit. M. J. 
1:806-07, June 9, 1945. (In the case 
reported a staphylococcal infection of the 
pericardium complicated severe typhoid 
fever. The resulting pyopericardium was 
treated by repeated aspirations of pus 
and instillations of penicillin; 50,000 
units of sodium penicillin were injected 
directly into the pericardial sac through 
a rubber catheter. Six injections were 
given, until the pus became sterile and 
the patient’s condition improved. This 


was obliterated and the drainage tube 
remained im situ for 16 days.) 


a cystic growth suggesting lymphangi- 
oma and microscopic examination §re- 
vealed a cavernous cystic lymphangioma. 
The cyst was mobilized and enucleated. 
Hoarseness developed, possibly due to in- 
jury of the recurrent laryngeal nerve. 
Widening of the mediastinum shortly 
after removal of the cyst was attributed 
to blood. This later disappeared. A re- 
view of the literature shows this to be 
one of the rarest cysts of the mediasti- 
num. ) 


case was further complicated by typhoid 
periostitis, necessitating operation. ) 


Observations on Ligature of the Patent 


Ductus Arteriosus. John B. Hunter, 
London, Eng. Brit. M. J. 1:731-32, 
May 26, 1945. (Reports 14 cases of 
patent ductus arteriosus; endocarditis 
was present in only 2 cases; 10 of the 
patients were females; the ages ranged 
from 10 to 31 years. The operative 
approach used was that described by 
Gross. In making the ligatures, the 
aneurysm needle was passed from left to 
right, contrary to Gross’s method; No. 
8 silk, waxed, was employed as ligature 
material. As the incision used tends to 
heal with an unsightly scar, even with 
care in suturing, the author has recently 
made the skin incision curve downward 
almost to the nipple and then upward to 
the anterior axillary line, with definite 
improvement in the appearance of the 
scar. The 2 patients with endocarditis 
both died, although 1 responded tempo- 
rarily to sulfonamide therapy. One other 
patient died, owing to postoperative in- 
fection. All the other patients made an 
uncomplicated recovery and show im- 
provement in general health and appear- 
ance; 1 young male has been accepted 
for the Services. ) 





nt a © io @ Ol @ Mae Mae) 


ra = 


fi 


tube 


ingi- 

re- 
oma. 
ated. 
O in- 
orve. 
ortly 
uted 
\ re- 
o be 


iasti- 


yhoid 


atent 
nter, 
|-32, 
es of 
rditis 
f the 
nged 
‘ative 
d by 
the 
oft to 
No. 
ature 
ds to 
with 
ently 
ward 
rd to 
finite 
f the 
irditis 
mpo- 
other 
‘e in- 
Je an 
, im- 
pear- 
epted 








QUARTERLY REVIEW OF SURGERY 59 


22. Esophagus 


PULSION DIVERTICULUM OF THE HYPOPHARYNX AT 
THE PHARYNGO-ESOPHAGEAL JUNCTION: SUR- 
GICAL TREATMENT IN 140 CASES 


Sruart W. HARRINGTON 


Rochester, Minn. 
Surgery 18:66-81, July 1945 


The only treatment that will com- 
pletely relieve the symptoms of 
pharyngo - esophageal diverticula is 
complete surgical extirpation of the 
diverticulum. In the present series 
of 140 cases, a one-stage operative 
procedure was employed in 115 cases 
and a two-stage procedure in 25 cases. 
In the one-stage procedure the sac is 
removed at the primary operation, 
while in the two-stage procedure a 
temporary diverticulopexy is per- 
formed, and the sac is removed at a 
second operation 7 to 10 days later. 
In the one-stage procedure the fascial 
planes leading to the mediastinum are 
not walled off before removal of the 
diverticulum, and in the two-stage 
operation the interval between opera- 
tions permits formation of granula- 
tions which wall off the fascial planes. 

Preoperative feeding was accom- 
plished by the use of an indwelling 
stomach tube in 16 patients. Dilata- 
tion of the introitus of the esophagus 
was done routinely in the last 50 cases 
of the series. If there is evidence of 
retention in the diverticulum, roent- 
genologic study of the thorax should 
be performed just before operation. 
The vocal cords should be checked 
both before and after operation. If 
hoarseness is present, the vocal cords 
should be inspected preoperatively. 
Operation is contraindicated in the 
presence of recent infections of the 
throat or lungs. 


Regional nerve block is the pre- 
ferred anesthesia. Procaine solution 
is employed. In 116 cases the ap- 
proach was through the left cervical 
region and in 24 cases through the 
right cervical region. The side of the 
neck from which to approach the di- 
verticulum is determined by a study 
of the anteroposterior roentgenogram. 
In some instances esophagoscopic ex- 
amination may prove of value. 

Diverticula which originate from 
the posterolateral wall of the pharynx 
should be approached from the side of 
the neck on which they are situated. 
In the 115 cases in which the one- 
stage procedure was employed there 
were no operative deaths. A tempo- 
rary pharyngeal fistula developed in 5 
cases. In 3 cases hoarseness developed 
2 to 3 days after operation, but subsid- 
ed within 1 week to 10 days. In 1 
case with preoperative hoarseness, 
paralysis of the cord developed and 
hoarseness persisted. 

The average period of hospitaliza- 
tion was 3 weeks. In 5 cases angula- 
tion of the esophagus required dilata- 
tion. The diverticula recurred in 2 
instances. In one of these the symp- 
toms improved after dilatation, but 
operation may be needed later. In the 
other case a second operation was nec- 
essary. 

A case is described to illustrate the 
lack of danger of mediastinitis asso- 
ciated with the one-stage procedure 
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when the diverticulum is infected. A 
pharyngeal fistula developed, but 
there was no extension of infection. 
The other 4 cases in which a tem- 
porary pharyngeal fistula occurred 
showed no signs of mediastinitis. The 
earliest that a fistula developed was 
on the third postoperative day. Me- 
diastinal infection did not occur, and 
the fistula healed within a week. The 
other 3 fistulas did not develop until 
after the sixth day, and all closed 
within a week. There is little risk of 
mediastinitis after a one-stage pro- 
cedure. Fifteen of the 115 patients in 
this series had large diverticula, fill- 
ing the entire mediastinum or extend- 
ing into the thoracic cavity. 








Fic. 8.—One-stage diverticulectomy. 


The results of the two-stage opera- 
tion in 25 cases were as follows: There 
was one operative death in a patient 
with Parkinson’s disease. Temporary 
fistula developed in 6 cases. In 3 
cases there was temporary hoarseness 
and in | case paralysis of 1 vocal cord. 
The average hospitalization period 
was more than 5 weeks. Five patients 
had angulations that required subse- 
quent dilatations. There were 3 re- 
currences, all of which were treated 
by dilatation. Two patients may re- 
quire subsequent operation. 

The value of the one-stage pro- 
cedure is definitely emphasized by 
the results obtained. 10 references. 
14 figures. 





a, Incision along the anterior border of the sterno- 


cleidomastoid muscle, retracting the thyroid medially and the carotid sheath with the sterno- 


cleidomastoid muscle laterally. 
cartilage, exposing the diverticulum. 


The peritracheal fascia is incised at the level of the cricoid 
b, Dissecting the diverticulum from the peritracheal 
fascia and elevating it from the fascial planes, starting at the neck of the sac. 


c, Dissecting 





the true neck of the sac from the surrounding muscles of the posterior wall of the pharynx. 
d, Transfixing and ligating the neck of the sac with chromic catgut. ¢, Invagination of the 
stump of the sac into the wall of the pharynx. f, Closing the opening in the muscles of the 


posterior wall of the pharynx with chromic catgut. Illustration by courtesy of Surgery. 
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SURGICAL MANAGEMENT OF CARCINOMA OF THE 
MIDTHORACIC ESOPHAGUS 


RicHarp H. Sweer 
Harvard Medical School, Boston, Mass. 


New England J. Med. 


The’Torek operation for carcinoma 
of the mid-thoracic esophagus has 
been done on 14 patients at the Mas- 
sachusetts General and Palmer Me- 
morial Hospitals since January 1940. 
There were 2 postoperative deaths. 
In the 12 patients surviving opera- 
tion, an external esophagus was com- 
pleted in 4 cases. Two of these pa- 
tients died of metastases soon after 
completion of this operation, and 2 
patients are living and well 4 and 2 
years respectively after operation. Of 
the other 8 patients, 4 died during the 
period of construction of the external 
esophagus, 3 of metastases. The re- 
maining 4 patients have died of the 
disease without any attempt being 
made to construct an external esoph- 
agus. The results of the Torek op- 
eration, therefore, may be regarded 
as unsatisfactory. This operation does 
not provide for removal of the re- 
gional lymph nodes, thus diminishing 
the chance for cure. The operation 
for construction of an external esoph- 
agus can rarely be performed success- 
fully and is a long and tedious process. 

Experience with the transthoracic 
route for resection of the cardia and 
lower esophagus has made it possible 
to devise a method for radical resec- 
tion of carcinoma of the midesopha- 
gus, including removal of the lymph 
nodes below the diaphragm, and to 
perform an esophagogastric anastomo- 
sis high in the chest. 

For this operation, the patient lies 
on his right side; the eighth rib is re- 
sected on the left side; the seventh, 
sixth and, in some cases, the fifth ribs 
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are divided posteriorly. The possi- 
bility of completely immobilizing the 
tumor-bearing area of the esophagus 
is determined by careful examination 
before division of the segmental 
esophageal arteries. In some cases an 
opening into the right pleural cavity 
is made during mobilization of the 
growth. No attempt to close this 
opening is made, the anesthetist’s 
positive pressure preventing collapse 
of the lung. 

After the midesophagus is com- 
pletely mobilized, the diaphragm is 
incised and the upper portion of the 
stomach mobilized. All the ascending 
branches of the left gastric blood ves- 
sels must be cut to make it possible 
to bring the fundus far enough into 
the thorax for a high anastomosis. 
The stomach must be handled with 
great care to avoid injury to any of 
the vessels that enter the area of the 
anastomosis. 

The stomach is cut at or just below 
the cardia. If there are 5 cm. or more 
of normal esophagus between the aor- 
tic arch and the upper margin of the 
esophageal growth, an esophagogas- 
tric anastomosis can be made just be- 
low the aortic arch after resection of 
the tumor. If the tumor extends 
nearer to the aortic arch, the esopha- 
gus must be pulled up from behind 
and the anastomosis made in front of 
the aortic arch or at the level of its 
upper margin. Garlock described the 
technic of this operation in 1944. 

Resections followed by high anasto- 
mosis have been done in 9 cases of 
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carcinoma of the midesophagus. In 
5 of these cases anastomosis could be 
done just below the aortic arch; 1 of 
these patients died suddenly (appar- 
ently coronary thrombosis, no au- 
topsy); 1 is still in the hospital at the 
time of this report; 3 are living and 
well for a few months to a little over 
a year since operation. In 4 cases 
anastomosis was done in front of the 
aortic arch at the level of its superior 
margin. Two of these patients died 
in the hospital; in 1 of these cases the 


growth was extremely adherent and 
actually inoperable, and sepsis result- 
ed from tearing of the growth; in the 
other case death was due to coronary 
thrombosis (proved at autopsy). Of 
the 2 patients surviving operation, | 
died later of metastases; the other is 
living and well and has resumed 
work. This last case is reported in de- 
tail, as it shows what good results can 
be obtained by the new operation in 
carcinoma of the midesophagus. 3 
references. 6 figures. 


TRANSTHORACIC RESECTION OF THE ESOPHAGUS AND 
STOMACH FOR CARCINOMA: ANALYSIS OF THE 
POSTOPERATIVE COMPLICATIONS, CAUSES OF 
DEATH AND LATE RESULTS OF OPERATION 


RicHarp H. SwEeT 


Boston, Mass. 
Ann. Surg. 121:272-84, March 1945 


Transthoracic resection was first 
employed in cases of carcinoma in- 
volving the cardia and fundus of the 
stomach or the esophagus close to the 
cardia. The use of this procedure 
was then extended to include a num- 
ber of cases requiring a total gastrec- 
tomy; and still more recently, with 
some modifications of technic, resec- 
tions with anastomosis have been done 
high in the chest for removal of car- 
cinoma of the midesophagus. In these 
latter cases the anastomosis is made 
just above or just below the aortic 
arch. 

From 1939 to November 1, 1944, 
127 patients with carcinoma of the 
stomach or esophagus have been oper- 
ated on by the transthoracic approach. 
There were 85 cases of carcinoma in 
the lower esophagus or stomach in- 
vading the cardia; in 24 of these no 
resection was possible; resection and 
anastomosis were done in 61 cases. Of 
these 61 cases, 10 had lesions low in 


the esophagus. There were 42 cases 
of middle esophageal carcinoma, 17 
of which were inoperable; resection 
was done in 25 cases, but high intra- 
thoracic esophagogastric anastomosis 
was done in only 11 of these cases, the 
Torek operation being done in 14 
cases. These 14 cases are not further 
discussed in this paper. 

Exploration by the transthoracic 
route has been found to be “a rela- 
tively benign procedure”; of the 17 
patients with inoperable carcinoma of 
the midthoracic esophagus, 4+ died in 
the hospital after the exploratory op- 
eration. Of the 24 patients with in- 
operable carcinoma of the esophagus 
and stomach involving the cardia, 3 
died in the hospital. 

Excluding the cases in which the 
Torek operation was done, there were 
11 cases of carcinoma of the mid- 
esophagus in which resection and 
intrathoracic anastomosis were done, 
with 3 postoperative deaths (27.2 per 
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cent). Of the 43 cases of carcinoma 
of the lower esophagus or fundus of 
the stomach involving the cardia, 
there were 8 postoperative deaths 
(18.6 per cent); but in 18 cases in 
which a total gastrectomy was re- 
quired there were 7 deaths (38.8 per 
cent). | 
Empyema was observed in 8 cases 
in the series and was a contributing 
cause of death in 5 cases in which a 
total gastrectomy had been done; in 
these 5 cases the empyema was as- 
sociated with “widespread sepsis.” 
Peritonitis was found at autopsy in 5 
patients (all total gastrectomies) and 
mediastinitis in 4 cases (including 1 
case of midesophageal carcinoma). 
Major wound sepsis occurred in 2 
cases, in 1 of which penicillin was 
used and undoubtedly saved the pa- 
tient’s life. Acute parotitis occurred 
in 3 cases, but none of these patients 
were very ill. Disturbances of cardiac 
rhythm without other cardiac symp- 
toms were unusual, occurring in only 
4 patients, auricular fibrillation in 3 


cases, and auricular flutter in 1 case. 
Congestive failure was the chief or a 
major contributing cause of death in 
6 cases. Myocardial infarction was 
diagnosed in 3 cases. Massive pul- 
monary embolism occurred in 4 cases 
and caused sudden death in 2 cases; 
in the other 2 cases the emboli were 
found at autopsy with other compli- 
cations. 

All the 7 patients who survived re- 
section for carcinoma of the midtho- 
racic esophagus are living and well, 
but all of these patients were operated 
on less than a year ago. Of the 35 pa- 
tients who survived. resection of the 
cardia with low esophagogastric anas- 
tomosis, only 1 patient is living and 
well over 5 years; 15 patients lived 1 
year or longer, but 1, although living, 
shows recurrence, and 4 died from | 
year to 18 months after operation. 
But, although few patients with car- 
cinoma of the esophagus or cardia are 
cured by resection, the operation has 
a definite value in enabling the pa- 
tients to swallow food without dis- 
tress. 


THE SURGICAL TREATMENT OF SOME LESIONS OF THE 
LOWER ESOPHAGUS AND UPPER STOMACH 


H. H. BrapsHaw and James F. O’NEILL 


Winston-Salem, N. C. 
J. Thoracic Surg. 14:187-94, June 1945 


Approximately 56 patients, exclu- 
sive of the present report, were oper- 
ated upon through the thorax with the 
performance of an esophagogastros- 
tomy, and of these 26 died, giving a 
mortality of 46.4 per cent. Four 
transthoracic gastrectomies with 
esophagojejunostomy were reported 
with 2 deaths, or a 50 per cent mor- 
tality. Most of these patients were 
operated upon too secently for sig- 


nificant follow-up studies to have 
been reported. 

During the last 2% years 5 pa- 
tients were operated upon by the 
transthoracic route and a partial or to- 
tal gastrectomy performed with an 
esophagogastric or esophagojejunal 
anastomosis. There were 3 trans- 
thoracic esophagojejunostomies and 2 
transthoracic esophagogastrostomies. 
Only 4 other esophagojejunostomies 








64 QUARTERLY REVIEW OF SURGERY 





by the thoracic route have been re- 
ported. It seems to be the procedure 
of choice if the lesion extends into the 
esophagus and if there are palpable 
nodes in the gastric‘omenta. The sug- 
gestion of Churchill and Sweet about 
lengthening the mesentery of the 
jejunal loop seems a good one. It was 
not necessary in these 3 cases. The 
question of enteroenterostomy is de- 
batable. A patient who died from 
leakage of the duodenal stump might 
have been saved by an enteroenteros- 
tomy which should have prevented 
duodenal distention. On the other 
hand, the other 2 patients recovered 
satisfactorily without enteroenteros- 
tomy. It seems more likely that the 
duodenum was not properly closed. 
The patient who died following 
esophagogastrostomy, among other 
complications, developed an empyema 
of the left thorax. This could have 
been prevented by intercostal tube 
drainage. In none of the living pa- 
tients was there evidence of constric- 
tion at the point of anastomosis at the 
time of discharge from the hospital, 
and in the patients who died the anas- 
tomosis was well healed, or in the 
process of healing without leaks or 
narrowing. A prolonged follow-up 
will determine the occurrence of late 
constriction. Certainly a few months 
of life during which solid foods and 
liquids can be taken in a relatively 
normal way are superior to life with 
a gastrostomy tube. 


A high incidence of cure is not to 
be expected as yet. However, some 
cures will be obtained. It is empha- 
sized that spasm, as seen under the 
fluoroscope, is frequently out of pro- 
portion to the size of the lesion.’ In 
fact spasm may be the only positive 
finding which, along with the clinical 
story, warrants surgical exploration. 
The transthoracic and transdiaphrag- 
matic approach, with the patient under 
endotracheal anesthesia, is quite satis- 
factory. The operation should be 
done as a palliative measure in some 
instances even if all hope of a definite 


cure has been abandoned. 11 refer- 
ences. 
REFERENCE TO CURRENT ARTICLE 


A Case of Broncho-Oesophageal Fistula 
with No Pulmonary Symptom. C. Kel- 
man Robertson and R. T. Campbell, 
Edinburgh, Scotland. Brit. M. J. 1: 
664, May 12, 1945. (In the case re- 
ported a diagnosis of carcinoma of the 
esophagus was made by the clinical find- 
ings and esophagoscopy. The patient 
could swallow fluid with difficulty, but 
with no coughing or regurgitation of 
frothy sputum, yet an attempted barium 
swallow caused choking and indicated a 
broncho-esophageal fistula. A  gastros- 
tomy was done, but the patient died 10 
days later. Autopsy confirmed the diag- 
nosis of carcinoma of the esophagus and 
showed a well-marked fistulous open- 
ing into the left main bronchus. The 
presence of the fistula could not have 
been demonstrated by clinical findings 
alone because of the 
monary symptoms. ) 
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23. Breast 


OPERATIVE REPLACEMENT OF THE MAMMARY 
PROMINENCE 


Sir Haroitp GILLIEs 
Brit. J. Surg. 32:477-79, April 1945 


A technic for surgical replacement 
of the mammary prominence follow- 
ing mastectomy is described. The op- 
eration is done in 3 stages and 1 sub- 
stage. It consists of transferring the 
circum-umbilical skin and fat pad by 
means of a tube pedicle to form the 
breast. The umbilicus is turned out 
to form the nipple. In the first stage 
the pedicle is made, preferably 4 
weeks after mastectomy. In the sub- 
stage 2 weeks later, the pedicle is in- 
creased to include the new breast. At 
the end of 4 weeks, perhaps at the 
time of mammary excision, the 
“breast” is slung up to take its proper 
position. It remains to divide and 
discard the part of the pedicle which 
is not wanted. The third stage may 
be deferred for a considerable period 
if preferred, but it should never be 
done at less than 3 weeks from the 
previous operation. Details of tech- 
nic are presented, and a case reported 
of a girl of 12 years in whom this 
procedure was used to replace the 
mammary prominence which had 
been destroyed by radium treatment 


for nevus at 9 months of age. 2 ref- 


erences. 4 figures. 

[As would be expected of Sir Harold 
Gillies, the procedure which he describes is 
most ingenious. It would seem, however, 
that there must be a very limited need for 
this procedure, as in the case of the girl 
reported. Certainly it is not to be thought 


of following radical mastectomy for malig- 
nant disease.—Ep. } 


REFERENCE TO CURRENT ARTICLE 


The Response to Preoperative Irradiation 
as a Clue to the Management of Breast 
Cancer. Leo M. Levi, Los Angeles, 
Calif. Am. J. Surg. 68:355-57, June 
1945. (A study is presented of 131 
cases of breast cancer to determine 
whether response to preoperative irradi- 
ation gives any clue to the best form of 
management. Irradiation as the sole 
therapeutic agent in highly sensitive 
breast tumors appears to delay metas- 
tasis. A plan for the classification and 
treatment of breast tumors is suggested 
by the Tumor Board of the Radiologic 
Service of the Los Angeles County Hos- 
pital. Operation was performed in this 
series 4 to 6 weeks after irradiation. In 
53 cases, or 33 per cent, a striking re- 
gression of the tumor was noted. Of 
these 53 cases, 29 or 54.7 per cent were 
subjected to radical mastectomy, and no 
surgery was performed in 24, or 45.3 
per cent.) [The majority of surgeons 
interested in carcinoma of the breast 
have given up routine preoperative x-ray 
treatment in operable lesions. Certain- 
ly it would seem very desirable in the 
postoperative treatment, particularly in 
those cases with axillary involvement. 
X-ray treatment is definitely indicated, 
however, in the inoperable case, and 
most surgeons admit that now and again 
it will convert the inoperable into an 
operable lesion.—Ep. | 
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24. Diaphragm 


See Index for Related Articles 


25. Abdominal Surgery 


TRANSVERSE UPPER ABDOMINAL INCISION 


Mitvarp S. RosENBLATT and DonNALp COLVER 


Univ. of Oregon Medical School, Portland, Oreg. 
Surg., Gynec. & Obst. 80:641-42, June 1945 


The transverse upper abdominal] in- 
cision has certain advantages over the 
longitudinal rectus muscle splitting 
incision for upper abdominal surgery. 
Postoperative distention places less 
strain on the wound; wound disrup- 
tion is less frequent and the danger of 
postoperative hernia less. Deep 
breathing is easier for the patient, and 
this tends to reduce the incidence of 
postoperative atelectasis; patients may 
be allowed up early, because the up- 
right position decreases rather than 
increases the strain on the wound. 
The transverse incision also gives bet- 
ter exposure of the upper abdomen 
with less need for packing away the 
small intestine. 

One of the objections to the trans- 
verse incision is that cutting across the 
rectus muscle “appears to be physio- 
logically unsound,” and many sur- 
geons fear that irreparable damage 
may result. In experiments on dogs, 
the rectus muscle was cut transversely 
and the fascia resutured without su- 


turing the muscle. After an interval 
of 2 months, the wound was re- 
opened; the cut ends of the muscle 
were found to be closely adherent and 
also adherent to the underlying and 
overlying sheath. A study of micro- 
scopic sections showed a connective 
tissue union between the cut ends of 
the muscle; endomysium, perimysium 
and myomysium (connective tissue 
cells around the muscle) were all 
present, as well as “hundreds” of in- 
terlacing strands of connective tissue 
which anchor the cut ends together. 
These findings indicate that a firm 
and satisfactory healing occurs when 
the rectus muscle is cut, and that the 
union is fascial in character and equiv- 
alent to an additional inscriptio ten- 
dinea. The advantages of the trans- 
verse upper abdominal incision, in the 
authors’ opinion, outweigh its disad- 
vantages, and it may be employed, 
when indicated, without danger of 
damage to and unsatisfactory union of 
the rectus muscle. 2 references. 4 
figures. 
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PRIMARY OMENTAL TORSION 


JosepH I. Anron, JoHN E. JENNINGs, and Mirton B. SPIEGEL 
Brooklyn, N. Y. 
Am. J. Surg. 68:303-17, June 1945 


Three cases of intra-abdominal 
omental torsion are reported. This 
is a clinical entity which is neglected 
unjustifiably in the differential diag- 
nosis of an acute condition of the ab- 
domen with obscure etiology. Not 
only is a preoperative diagnosis rare, 
but it is hardly ever considered in clin- 
ical surgery. A brief review of the 
omentum is given, outlining its em- 
bryology, phylogeny, histology, anat- 
omy, and physiology. Several theo- 
ries explaining the etiology and me- 
chanics of omental torsion are present- 
ed. The pathology of omental torsion 
is briefly reviewed and the differential 
diagnosis, treatment, and prognosis 
discussed. 

The incidence of omental torsion is 
greatest in the middle-aged. Its pre- 
dominance in the male is marked. The 
3 cases reported in this series are all 
in males. Obesity is characteristic of 
the patient with torsion. If the pre- 
operative diagnosis of omental torsion 
is ventured, laparotomy must be per- 
formed for confirmation and correc- 
tion. A right paramedian subumbili- 
cal incision provides the best approach 
for investigation and operative acces- 
sibility. Upon opening the peritone- 
um, a considerable amount of serosan- 
guineous transudate will be found, 
depending upon the size of the mass, 
the stage of circulatory obstruction, 
and the time elapsed before operation. 

Even if the entire omentum is in- 
volved, it should be removed without 
hesitation, in toto, by ligating sections 
individually along the proximal bor- 
der. The hernial orifices should espe- 
cially be examined.: Drainage is un- 


necessary. Unless there are compli- 
cating factors so indicating, there is 
no reason to insert any of the sulfona- 
mides. Operation should be per- 
formed promptly. Delay results only 
in more toxic absorption from the ne- 
crotic, diseased mass, an increase in 
peritoneal irritation with the develop- 
ment of peritonism, and the forma- 
tion of local adhesions. Mortality and 
morbidity in the uncomplicated cases 
with early operation are practically 
nil. Three cases are reported in de- 
tail. 104 references. 


REFERENCES TO CURRENT ARTICLES 


Hypertrichosis with Mental Symptoms; the 
Effect of Adrenalectomy. Raymond 
Greene, A. Spencer Paterson and G. C. 
Lawrie, Aylesbury, England. Brit. M. 
J. 1:698-99, May 19, 1945. (In the 
case reported, psychological symptoms 
were evident before hypertrichosis and 
other signs of virilism developed. The 
left adrenal was removed; it appeared 
macroscopically normal, but histologi- 
cally showed a positive reaction to the 
ponceau-fuchsin stain. The patient 
showed marked improvement after the 
operation and within a few months ap- 
peared normal physically and mentally. 
After estrogen withdrawal bleedings had 
been induced for 3 months, menstrua- 
tion became normal. ) 

The Diagnosis of Doubtfully Penetrating 
Abdominal Wounds; a Lesser Operative 
Procedure. Charles Donald (Brig., 
A.M.S.). Brit. M. J. 1:802-803, June 
9, 1945. (In most cases of penetrating 
abdominal wounds, the diagnosis is easily 
made; but in some instances, usually 
with wounds of entrance at a distance, it 
is difficult to determine whether the ab- 
domen has been perforated or not. Ex- 
perience has shown that if any missile 
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A 


penetrates the peritoneal cavity, even 
without visceral injury, there is some 
blood in the pelvis. The author there- 
fore has used a small exploratory inci- 
sion in doubtful cases instead of a large 
laparotomy. This incision, 1% in. long, 
is made halfway between umbilicus and 
pubis, and a swab on a long holder 
passed through the incision into the 
pouch of Douglas. If the swab is blood 
stained, this is an indication for laparot- 
omy and exploration for a visceral in- 
jury. If the swab shows no blood, the 
exploratory incision is closed. This 
method was devised for use under war 
conditions at casualty clearing stations, 
where only “first priority cases,” includ- 
ing penetrating wounds of the abdomen, 
are operated on. It might also be em- 
ployed, however, in doubtful cases in 
civil practice. 1 reference.) 

Further Case of Paranoid Psychosis Suc- 
cessfully Treated by Adrenalectomy. 
Clifford Allen and L. R. Broster, Lon- 
don, England. Brit. M. J. 1:696-97, 
May 19, 1945. (In 1939, Allen and 
his associates reported a case of adreno- 
genital virilism associated with schizo- 
phrenic paranoid psychosis, in which 
adrenalectomy relieved both the symp- 
toms of virilism and the psychosis. A 
second case is now reported in which 
virilism and a paranoid psychosis were 
both successfully treated by adrenalec- 
tomy. The left adrenal, which was the 
larger, was removed; the cells of the 
adrenal cortex showed a large amount 
of granular red-staining material (pon- 
ceau-fuchsin stain). This last case is the 
sixth reported in which adrenogenital 
virilism was combined with a psychosis, 
and the fourth in which the psychosis 
was schizophrenic in nature. If the con- 
dition does not respond to other therapy 
in such cases, the authors advise that 
adrenalectomy should always be consid- 
ered as a possible treatment. ) 


Abdominal Pain in Children from a Surgi- 


cal Standpoint. Alfred A. Strauss, Chi- 
cago, Ill. J.A.M.A. 128:330-35, June 
2, 1945. (The most important condi- 


Lymphangioma of the Abdomen: 


tions to be considered in the differential 
diagnosis of acute abdominal pain in chil- 
dren include acute enterocolitis, intus- 
susception, mesenteric adenitis and acute 
inflammation or rupture of Meckel’s di- 
verticulum, as well as intestinal congeni- 
tal anomalies, peritoneal and pleural in- 
fections, and ovarian cyst. Less com- 
mon conditions requiring differentiation 
are congenital megacolon or Hirsch- 
sprung’s disease, subacute and chronic 
ulcerative colitis and strangulated her- 
nias. The factors contributing to diffi- 
culties in differential diagnosis of the 
acute abdomen in infants and children 
are listed. Early diagnosis and opera- 
tions for appendicitis are urged to lower 
the mortality rate. Delay in operating 
is more dangerous than operating for a 
wrong diagnosis. ) 


An Un- 
usual Case. C. F. Murbach (Lt. Col., 
M.C., A.U.S.), E. F. Lewison (Major, 
M.C., A.U.S.) and G. A. Deibert 
(Capt., M.C., A.U.S.). Am. J. Surg. 
68:391-97, June 1945. (An unusual 
case of slow, benign lymphangioma of 
the abdomen, in the left upper quadrant. 
The tumor weighed 18% pounds and 
measured 60 & 25 & 10 cm. Atten- 
tion is drawn to the relationship between 
the embryonal origin of the lymphatic 
system and sites of predilection for lym- 
phangioma. The tumor was of a jelly- 
like consistency, so could not be palpated. 
Following removal of the tumor, the 
patient recovered without further com- 
plications. ) 


Primary Fibrosarcoma of the Great Omen- 


tum. Richard H. Lawler, Paul F. Fox 
and Harold Cohen, Chicago, Ill. Am. 
J. Surg. 69:135-36, July 1945. (Pri- 
mary sarcoma of the great omentum is 
rare and may be solitary or diffuse. 
There are pain, mass and gradual in- 
crease in the size of the abdomen. The 
peritoneum and liver are most frequent 
sites of secondary invasion. Metastases 
to the mediastinum, intestines, pancreas 
and bladder have been observed. A case 
is described in a man of 80 years. Fluor- 
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oscopic examination suggested an extra- 


colonic tumor. Laparotomy revealed a 
tumor of the greater omentum contain- 
ing about 1,500 cc. of bloody serous 


26. Abdominal Wall 


REFERENCE TO CURRENT ARTICLE 


Wound Disruption Following Cotton Su- 
tures. Vincente D’Ingianni, New Or- 
leans, La. Am. J. Surg. 69:137, July 
1945. (Occasional wound disruptions 
may be expected with cotton sutures. 
The cause is obscure. It is suggested that 
some hormone stimulating formation of 
fibroblasts is lacking. A case is described 
in detail with wound disruption follow- 


27. Hernia 


exudate. He was discharged on the 
twelfth day and, 4 months after opera- 
tion, was still in a fairly comfortable 
condition. ) 


ing cholecystectomy and appendectomy 
through a right upper rectus incision. 
The tissue layers were closed with cot- 
ton sutures. Rupture was discovered on 
the ninth postoperative day with loops 
of bowel herniating through the incision. 
Under spinal anesthesia the bowel was 
replaced. In this case, wound disruption 
occurred, although all the popularly ac- 
cepted causes were ruled out in ad- 
vance. ) 


HERNIA IN INFANCY AND CHILDHOOD 


ALFRED H. Iason 
Brooklyn, N. Y. 
Am. J. Surg. 68:287-96, June 1945 


In infants and older children the 
vast majority of hernias are of the 
oblique variety. The minority reveal 
other varieties, usually with one or 
more of the following associated con- 
ditions: (1) extroversion of the blad- 
der, complicated by direct inguinal 
hernia, (2) undescended testis, with 
an inguinal hernia, in which the sac is 
proparietal, and (3) ectopia testis, in 
which the hernial sac may trail the 
aberrant testis. 

Congenital inguinal hernias include 
bubonocele, inguinal hernia and scro- 
tal hernia. In certain cases the hernia 
is noticeable at birth. In the major- 
ity, however, the hernia appears dur- 
ing the second or third month. It re- 
duces easily. The large hernia, which 
contains a quantity of small intestine 


and possibly the cecum or sigmoid 
loop, is often associated with signs of 
intestinal derangement. 

It is important that a definite rou- 
tine be followed in the examination 
of every hernia, whether in infancy or 
later life. Investigation begins with 
an examination of the testes. Anor- 
chism is extremely rare. The sper- 
matic cord should then be examined. 
The finger is passed along the whole 
length of the spermatic cord, and it 
may be possible to delimit the lower 
end of a funicular sac. The inguinal 
rings should be examined, if neces- 
sary. A patulous ring is suggestive 
of the presence of a hernia. 

On gentle pressure from below, a 
reducible swelling will be found 
which passes from above the surface 
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through the subcutaneous inguinal 
ring. It is unlikely to be anything 
other than a hernia. When it is re- 
duced, the groin should be further ex- 
amined for possible associated condi- 
tions, e.g., inguinal adenitis, iliac 
adenitis, or hydrocele of the spermatic 
cord. If the hernia is incarcerated, a 
tender mass, flattened, will usually be 
palpable within the inguinal canal or 
in the scrotum on the corresponding 
side. Conditions which may offer 
difficulty in the diagnosis of congenital 
inguinal hernia are: encysted hydro- 
cele of the cord, lipoma of the cord, 
intermittent hydrocele of the tunica 
vaginalis, and undescended testis. 
The technic of extraperitoneal op- 
eration for reducible oblique inguinal 
hernias in infants and children is de- 
scribed. The proportional incidence 
of hernia in male and female children 
is about 20:1. In inguinal hernia in 
female infants the sac-content is fre- 


quently an ovary. The hernial sac 
may also contain oviduct and omen- 
tum or intestines. If the hernia is a 
large or massive one, the body of the 
uterus, among other structures, may 
become one of the contents. The au- 
thor has found this condition in 2 
cases. In female infants and older 
children there are 3 conditions which 
may simulate inguinal hernia: (1) 
hydrocele of the canal of Nuck; (2) 
enlarged inguinal glands, and (3) 
femoral hernia. ; 
In principle and technically, the 
operation for reducible oblique in- 
guinal hernia in women is the same 
as that for men, the round ligament 
being treated in a manner similar to 
the spermatic cord, or the ligament 
being sutured to the structures of the 
inguinal canal. When it is impossible 
to separate the ligament from the sac, 
part of it is removed with the sac and 
the cut ends are approximated and 
sutured. 5 references. 15 figures. 


THE DIFFERENTIAL DrAGNosis oF REDUCIBLE INGUINAL HERNIAS AND 
CONGENITAL HypDROCELES 





Location 


Impulse 
Translucency 


When reduced 
Relation to testes and 


spermatic cord. 
Palpation and percussion. 


Complete Reducible 
Inguinal Hernia 
Swelling continuous with in- 
guinal region 

Distinct on coughing 

Not translucent, as a rule; 
rarely so in children 

Gurgling of intestine heard 
under pressure; reappears 
rapidly 

Lies above or anterior to 
testis 

Soft, semi-elastic; dull, if 
omentum; traumatic, if 
intestine 


Congenital Hydrocele 


Same as in an inguinal hernia 


No 


Translucent 


Reduction and reappearance 
slow 


As in hernia 


Harder and tenser; dull on 
percussion 
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THE DIFFERENTIAL DIAGNOsIs OF REDUCIBLE SCROTAL SWELLINGS 


Hernia Congenital Hydrocele 
Age Occurs at all ages Infancy 
Appearance Pyriform Pyriform 


Tactile sensation - 
Impulse on coughing 


Translucency 


Soft; semi-elastic 
Definite; expansile 


Non-translucent 


Hard; elastic 

Usually absent; 
present 

Translucent 


slight, if 


in adults; 


may be translucent in in- 


fants 
Fluctuation None 
Percussion 
if omentum 
Auscultation 
ent 
On reduction by taxis 
body 
Change on assuming su- 
pine position. 


Gurgling, if intestine is pres- 
Feeling of solid, 


Will not reappear 


Present 


Resonant, if intestine; dull, Dull 


Dumb 


Prolonged period for fluid to 
be cleared 
Will reappear, but slowly 


slipping 


THE PRESENT STATUS OF THE INJECTION TREATMENT 
OF HERNIA 
Rotanp L. Marer 


New York, N. Y. 
Ann. Surg. 122:85-87, July 1945 


In a series of 66 cases in which the 
injection treatment of hernia was em- 
ployed in 1934, a follow-up study of 
56 patients (previously reported, in 
1937) showed that only 11 of these 
had no definite evidence of recurrence, 
and 9 of these 11 were wearing trusses. 
In a later check-up on these 11 pa- 
tients, it was found that not one was 
cured. In the opinion of the author 
and his associates, the injection treat- 
ment does not cure hernia; the chief 
danger in the use of this method is 
that it renders subsequent operation 
more difficult. 

In the last few years an increasing 
number of patients have come to op- 
eration for hernia after previous in- 
jection treatment. Practically all these 
cases presented a difficult problem. 
The tissues showed fibrotic changes 


and had lost their resiliency; in most 
instances there was a cartilaginous 
ring about the internal ring, and in 
some cases this ring was a cause of 
strangulation. An illustrative case of 
this type is reported. 

In the past 2 years, 18 patients who 
had had their hernia injected have 
been operated on. The hernia was 
indirect in half the cases and direct in 
the other half. The operation was 
always more difficult than in patients 
not treated previously by injection. 
All of these patients have not been 
followed up, but 4 recurrences have 
been found. Even if all the patients 
not traced are cured, this would give 
a 22 per cent recurrence rate, which is 
much too high, since all these patients 
originally had simple hernia. In 1 of 
these cases the patient had been given 
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repeated injections by “one of the 
most experienced advocates” of injec- 
tion treatment, but without results. 
When he came to operation, the ex- 
ternal oblique aponeurosis and con- 
joined tendon were found to be fibrot- 
ic and adherent. The direct sac was 
freed with great difficulty and the 
usual repair done, using cotton su- 
tures. Convalescence was uneventful, 
and the patient did not return to work 
until 8 weeks after operation, but he 
had a recurrence of hernia on the 
right side 4 months after operation 
and the left side showed evidence of 
great weakness. The fibrotic condi- 
tion of the tissues evidently made nor- 
mal healing impossible. Recurrences 
do occur following operation for her- 
nia when the injection treatment has 
not been previously employed, but in 
the author’s experience the injection 
treatment greatly increases the inci- 
dence of recurrence after a subsequent 
operation. On the basis of these find- 
ings the author concludes that the in- 
jection treatment of hernia should be 
condemned. 3 references. 


REFERENCES TO CURRENT ARTICLES 
Recurrent Inguinal Hernia. Homer L. 
Skinner (Sr. Surgeon, U.S.P.H.S.) and 
Robert D. Duncan (Surgeon, U.S.P. 
H.S.). Ann. Surg. 122:68-84, July 
1945. (In a series of 126 patients on 
whom 129 operations for recurrent her- 
nia had been done, 72 per cent were 
followed up to 3 years. Of this number 
4 had recurrence of a hernia formerly 
repaired twice, 2 of a hernia formerly 
repaired three times, and | recurrence of 
a hernia previously repaired four times. 
The recurrence rate in this series of 126 
patients was 3.1 per cent, as compared 
with 1.89 per cent in a series of 1,126 
primary hernia repairs, previously report- 


ed. The various methods of repair used 
in this series are discussed with special 
relation to the methods suitable for vari- 
ous types of recurrences. A method of 
reconstruction of a new inguinal liga- 
ment, using the edge of an anterior rec- 
tus sheath flap, is described. 19 refer- 
ences. 14 figures.) 


Voluminous Ventral Hernia: Surgical Regi- 
men for the Enormous Incisional Even- 
tration: Report of Case. M. G. Henry 
(Lt. Comdr., M.C., U.S.N.R.). Cali- 
fornia & West. Med. 63:13-16, July 
1945. (In the case reported, the pa- 
tient was obese, with a large postopera- 
tive ventral hernia. The patient’s weight 
was reduced before operation; a combi- 
nation of spinal novocaine, nupercaine 
and cyclopropane gas anesthesia was 
used. Gastrointestinal decompression, 
oxygen therapy and intravenous fluids 
were employed postoperatively. Silver 
wire was used as suture material to bring 
the edges of the abdominal wall together 
in complete apposition. The free edges 
of fascia were then approximated with a 
running chromic No. 2 suture and rolled 
up laterally to attach firmly into the 
fascia. “Two years after operation the 
patient is well and working. The opera- 
tive scar is firm and thickened, due to 
rolling up the fascia. 5 figures. ) 

The Internal Inguinal Ring. W. J. Lytle, 
Sheffield, England. Brit. J. Surg. 32: 
441-46, April 1945. (The anatomy 
and pathology of the internal inguinal 
ring in action are described. The au- 
thor claims that this ring has mobility 
and stands as an active guard at the 
entrance to the inguinal canal. There- 
fore repair of this mechanism, when at 
fault, is an important step in restoring 
the canal to normal. Bassini’s operation, 
as usually practiced, is unsatisfactory for 
oblique hernia. The ring may be dilated, 
it may have poor mobility, or it may 
simply be weak. An operation for its re- 
pair is described. ) 
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28. Peritoneum 

REFERENCE TO CURRENT ARTICLE 

Massive Doses of Penicillin in the Treat- 
ment of Peritonitis: a Preliminary Re- 
port. George Crile, Jr. (Lt. Comdr., 
M.C., U.S.N.R.). Cleveland Clin. 
Quart. 12:81-83, July 1945. (In the 
past 4 months, 30 patients, with es- 
tablished peritonitis or extensive con- 
tamination of the peritoneal cavity from 
rupture of intra-abdominal abscesses, 
have been treated with penicillin given 
parenterally. “The dosage was 100,000 


units given intramuscularly every 2 
hours for 2 days; then in diminishing 
doses for 6 more days. None developed 
intraperitoneal complications; any masses 
that were present dissolved without 
drainage. While fever did not subside so 
rapidly with penicillin as with a sulfona- 
mide in a sulfa-sensitive infection, ab- 
dominal tenderness disappeared within 
48 hours, distention diminished, and the 
patient’s general condition was good. 
‘Temperature and pulse rate became nor- 
mal within 5 days. 2 references.) 


29. Stomach and Duodenum 


PERNICIOUS ANEMIA AND THE EARLY DIAGNOSIS OF 
TUMORS OF THE STOMACH 
Leo G. Ricter, Henry S. Kapitan, Minneapolis, Minn., and 


Dantev L. Fink (Capt., M.C., A.U.S.) 
J.A.M.A, 128:426-32, June 9, 1945 


The present report concerns itself 
with 211 patients with pernicious ane- 
mia on whom roentgen studies of the 
stomach with a barium meal were 
done. In approximately 20 per cent 
only one examination was made, usu- 
ally at the time of the discovery of 
the anemia. In the remaining 80 per 
cent there were multiple examina- 
tions, usually done semiannually but 
often at longer intervals. In some 
cases as many as 8 roentgen examina- 
tions of the stomach have been accom- 
plished. Painstaking efforts have been 
made to reveal not only carcinoma 
but also benign polyps. 

Carcinoma of the stomach was 
found in 8 per cent and benign polyps 
in 7.1 per cent of the cases. In an 
autopsy study, reported elsewhere, 
12.3 per cent of patients with per- 
nicious anemia were found also to 
have carcinoma of the stomach. The 


. 


data presented indicate clearly an eti- 
ological rather than an accidental re- 
lationship between pernicious anemia 
and tumors of the stomach. The rou- 
tine roentgen examination of the 
stomachs of patients with pernicious 
anemia has proved to be a valuable 
procedure, resulting in some salvage 
of cancer cases which might otherwise 
not have been obtained. Cases were 
observed illustrating the rapid change 
from a benign polyp to a cancer, the 
presence of both benign and malig- 
nant tumors side by side, the absence 
of symptoms in the presence of large 
tumors, and the development from a 
small, barely detectable lesion to an 
extensive inoperable carcinoma. Three 
cases are reported in detail. 23 refer- 
ences. 7 figures. 

{This article draws attention to the ne- 


cessity for exclusion of cancer in cases diag- 
nosed pernicious anemia.—Ep. | 
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EVOLUTION OF GASTROSTOMY 


Junius L. Sprvack 
Chicago, Ill. 
Am. J. Surg. 69:47-65, July 1945 


The author presents a historical re- 
view of the most important methods 
of gastrostomy and their evolution, 
from the earliest case reported by 
Daniel Schwaben in 1653. The chief 
difficulty with most of the methods 
devised was the leakage of gastric 
contents. Procedures to overcome this 
difficulty are classified into groups as 
follows: (1) formation of a gastric 
cone, the base of which is attached to 
the abdominal wall; (2) formation of 
a channel from the anterior gastric 
wall; (3) utilization of an already 
existing tubular structure in the ab- 
dominal cavity lined with mucosa; 
(4) tubular methods in which a tube 
is formed from a flap of gastric wall, 
(5) tubovalvular methods. The 
modifications and variations of these 
types of operation, as proposed and 
tested by various writers, are de- 
scribed. 

It is emphasized that Spivack’s 
tubovalvular method differs from all 
other methods, in which doubling of 
the wall of the stomach was used, in 
that the doubled wall forming the 
valve is left intact and is placed at the 
base of a tubular canal, serving as a 
real buttress, whereas in the other 
methods of this type the doubled wall 
was transformed into a channel, there- 


by reducing the valve to a mere fold 
of the mucosa. Spivack’s method is 
also unique in that water-tightness is 
dependent entirely on the power of 
the valve to close the tube hermeti- 
cally. The technic of Spivack’s tubo- 
valvular gastrostomy is described in 
detail. It is emphasized that Top- 
rover’s attempt to produce a_ tubo- 
valvular apparatus in a simpler way 
did not insure water-tightness and 
constituted a step backward rather 
than an improvement on the Spivack 
operation. Tubovalvular gastrostomy 
is now employed by many surgeons in 
the United States and abroad and is 
hailed by them as the operation of 
choice. In some cases of suppuration 
in which the entire tube sloughed 
away, the valve held, and, in 17 of 
28 cases followed up, water-tightness 
was retained throughout life. The 
longest time any patient lived after 
the operation was 7 months and 7 
days. It is emphasized that the “c 
ting through” of the threads, men- 
ar as a disadvantage of Toprov- 

’s technic, is not due to faulty tech- 
i but to an intrinsic feature of the 
method. In nyeroch's g yastrostomy the 
diameter of the tube remains constant, 
and the size of the valve is less likely 
to change as it is not circular. 73 ref- 
erences. 10 figures. 
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EXPERIMENTAL EVALUATION OF A SATISFACTORY 
OPERATION FOR ULCER 


B. G. LANNIN 
Univ. of Minnesota School of Medicine, Minneapolis, Minn. 
Surgery 17:715-41, May 1945 


A review of the literature and the 
experiments described indicate that 
the most important single factor in 
the causation of gastroduodenal ulcer 


js-an excess of unneutralized gastric 


acid. To give satisfactory results in 
surgical treatment, the operation em- 
ployed must control this excess gastric 
acidity adequately. 

In animal experiments, ulcer can 
be produced consistently by daily in- 
jections of histamine in beeswax. In 
the author’s experiments, dogs were 
employed, and the protective effect 
of various types of operation against 
the production of experimental ulcer 
was determined. It was found that 
gastrojejunostomy, hemigastrectomy 
and the small gastric resection gave 
inadequate protection, as they did not 
effectively reduce gastric secretion. 
The exclusion type of operation was 
also unsatisfactory, as it did not con- 
trol antral hormonal influence. Ade- 
quate protection against experimental 
ulcer was afforded by extensive three- 
quarter gastric resection, including re- 
moval of either the antrum or, at 
least, the antral mucosa. In this type 
of operation it is important to make 
the anastomosis with the jejunum so 
that the proximal efferent loop is as 
short as possible. Fundusectomy with 
gastrojejunostomy protected 4 dogs 
against the development of jejunal 
ulcer. Fundusectomy alone gave less 
protection. 


The operation of fundusectomy 
with gastroenterostomy was done in 8 
patients, none of whom have devel- 
oped jejunal ulcer, although only 2 
(25 per cent) are persistently achlor- 
hydric. Fundusectomy has been done 
in 5 patients; none became achlor- 
hydric; symptoms of ulcer persisted 
in 2 patients, | of whom has subse- 
quently had the antrum and pylorus 
excised. The results of fundusectomy 
are not as satisfactory as those of 
gastric resection with removal of the 
antrum or antral mucosa, and the in- 
dications for the operation are lim- 
ited. In 241 patients with ulcer a 
three-quarter gastric resection (in- 
cluding removal of the antrum) was 
done; in every case the anastomosis 
was made posterior to, at, or proximal 
to the ligament of Treitz. In none of 
these cases has there been a recurrent 
jejunal ulcer. The Finsterer antral 
exclusion with excision of antral mu- 
cosa has been done in approximately 
40 cases with as satisfactory results as 
with the gastric resection operation. 
This operation is indicated especially 


in the so-called “inoperable” duo- 


denal ulcer, where it is of definite 
value in a difficult situation. 123 ref- 
erences. 11 tables. 8 figures. 

[ Again it is to be emphasized that hyper- 


acidity is associated with ulcer and is not 
the cause per se.—Ep. | 
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INFLUENCE OF CAFFEINE ON ULCER GENESIS: EXPERI- 
MENTAL PRODUCTION OF GASTRIC ULCER IN GUINEA 
PIGS AND CATS WITH CAFFEINE, TOGETHER WITH 


A STUDY OF ITS 


EFFECT UPON 


GASTRIC 


SECRETION IN MAN AND DOG 


K. Arvin MERENDINO, Epwarp S. Jupp, Ivan Baronorsky, Sipney S. Lrrow, 
Bernarp G. LANNIN and Owen H. WANGENSTEEN 
Univ. of Minnesota School of Medicine, Minneapolis, Minn. 


Surgery 


In experiments on guinea pigs, 
daily intramuscular injections of 200 
mg. of caffeine alkaloid caused severe 
toxic symptoms and death within a 
few days without definite pathologic 
changes in the stomach. In another 
series of guinea pigs given only 100 
mg. of caffeine alkaloid daily, 8 of 
10 animals (80 per cent) developed 
some pathological changes in stomach 
and/or duodenum; and in 4 animals 
(40 per cent) there were definite 
“peptic” erosions or ulcers. These 
lesions showed the same microscopic 
appearance as gastric ulcers in man 
superimposed on gastritis. When 300 
mg. of caffeine alkaloid were given 
daily by intramuscular injection to 
cats, 14 of 26 animals developed some 
pathological changes in the upper 
gastrointestinal tract; and in 11 ani- 
mals (40 per cent) there were defi- 
nite “peptic” erosions and/or ulcers. 
In experiments on pouch dogs, sub- 
cutaneous injection of aqueous caf- 
feine citrate and aqueous caffeine 
alkaloid in dosages up to 600 mg. 
caused no definite change in pouch 
acidity or volume; a dosage of 1,200 
mg. definitely increased the acidity 
and volume of the pouch secretion. 
Intramuscular injections of 2,500 mg. 
caffeine alkaloid in beeswax for 4 con- 
secutive days also caused a definite in- 
crease in pouch acidity and volume. 


In experiments on human beings, 


hot coffee and cold coffee were given 


17:650-66, May 1945 


both by mouth in some experiments 
and by nasal tube in others. In 73 per 
cent of cases the coffee had a definite 
stimulating effect on gastric acidity, 
but did not cause any striking change 
in the volume of the gastric secretion. 
Cold coffee had a more marked effect 
on gastric acidity than hot coffee. In 
9 of 10 experiments on man, a “strik- 
ing” stimulation of gastric acidity was 
induced by the parenteral administra- 
tion of aqueous caffeine alkaloid (488 
to 976 mg.). In man the dosage of 
aqueous caffeine alkaloid or caffeine 
sodium benzoate required to produce 
a definite stimulation of gastric acid- 
ity is approximately 4.3 gm. per kg. 
body weight. In pouch dogs the 
amount necessary to cause stimulation 
of gastric ‘secretion and acidity is ap- 
proximately 60 mg. per kg. In the 
guinea pig experiments the amount of 
aqueous caffeine alkaloid necessary to 
produce ulcers was +200 mg. per 
kg.; and in cats approximately 104.8 
mg. per kg. This indicates that the 
gastric secretory mechanism in man is 
“exceedingly sensitive” to caffeine 
stimulation as compared to that of the 
experimental animals. 

There was little difference in the 
stimulating action of caffeine in Hei- 
denhain pouch dogs (with vagus de- 
stroyed) as compared with Pavlov 
pouch dogs (vagus intact). In man 
and Pavlov pouch dogs, atropine sul- 
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fate produced only a minimal tempo- 
rary depression in gastric secretion in 
some instances. These findings indi- 
cate that caffeine acts directly upon 
the parietal cells of the stomach and 


not through the vagus nerves. The - 


results of these experiments suggest 
that caffeine-containing beverages are 
contraindicated for ulcer patients. 12 
references. 5 tables. 9 figures. 

[This paper is probably of value in the 
medical treatment of these patients.—Ep. | 


A PLAN FOR THE SURGICAL MANAGEMENT OF 
GASTROJEJUNOCOLIC FISTULA 


SAMUEL F. MarsHALL 


Boston, Mass. 
Ann. Surg. 121:620-38, May 1945 


The author discusses briefly certain 
details of the problem of gastroje- 
junocolic fistula, presenting an outline 
of the operative procedure employed 
at present in the Lahey Clinic, and a 
report on 14 cases in which this meth- 
od was used. In this group of 14 
cases, 12 patients had had posterior 
gastroenterostomy and 2 had had an 
insufficient gastric resection, the origi- 
nal operation in all instances being 
undertaken for duodenal ulcer. In 
one case in this group the fistula de- 
veloped 20 years after an insufficient 
gastric resection. In view of the high 
incidence of gastrojejunocolic fistula 
following posterior gastroenterosto- 
my, it is evident that certain precau- 
tions are imperative to prevent this 
serious complication. 

The operative procedure for treat- 
ment of gastrojejunocolic fistula em- 
ployed at present at the Lahey Clinic, 
according to the plan suggested by 
Doctor Lahey, was first used in April 
1938, and has to date been used in 14 
cases, with one death, a mortality of 
7.1 per cent. It consists of a two- 
stage procedure and employs the 
principle of block excision of the sec- 
tion of jejunum and colon involved, 
plus gastric resection. Diversion of 
small intestinal and colonic contents 
from regurgitating inta the stomach 
and jejunum is accomplished by di- 


viding the terminal ileum and per- 
forming an ileocolostomy between the 
terminal ileum and descending colon. 

The first stage of operation for 
gastrojejunocolic fistula is as follows: 
The abdomen is opened through a 
left rectus incision. The involved 
areas of colon, jejunum and stomach 
are inspected and gently palpated, 
care being exercised to avoid separat- 
ing adhesions in this area, which 
might possibly lead to leakage about 
the inflamed fistulous tract. The 
terminal ileum is divided about 6 
inches from the ileocecal valve, the 
mesentery being split sufficiently to 
permit approximation of the terminal 
ileum to the descending colon. The 
divided ends of the ileum are closed 
by inversion with layered sutures of 
catgut and silk. A side-to-side anas- 
tomosis of ileum to descending colon 
is then established and the abdomen 
closed in layers. The patients are 
then sent home for a period of 2 or 3 
months before completing the opera- 
tion by the second-stage procedure. A 
diet high in vitamins, protein and 
calories is given during this interval. 
Marked gain in weight is usual; one 
patient gained as much as 40 pounds 
between stages. Marked improvement 
in general condition was noted in all 
cases. 

The second and final stage of the 
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operation for gastrojejunocolic fistula 
is as follows: The abdomen is again 
opened through a left rectus incision 
from the costal margin to a level be- 
low the umbilicus. The cecum, right 


colon and transverse colon are mobt- ° 


lized to a point distal to the colonic 
fistula. All mesenteric attachments 
are divided. The transverse colon be- 
yond the fistula is then divided with 
the actual cautery between clamps, 
and the end of the distal portion of 
the transverse colon is inverted with 
catgut sutures, which are reinforced 
with interrupted silk sutures. The 
colon and attached stomach are then 
turned forward and the involved loop 
of jejunum is visualized and resected. 
A high resection of the stomach after 
mobilization and division of its at- 
tachment completes the block excision 
of the fistulous tract and involved 
viscera. An end-to-end jejunal anas- 
tomosis is carried out before complet- 
ing the gastrojejunal anastomosis. All 
of these cases were operated upon 
without shock, and the convalescence 
was remarkably uneventful after such 
an extensive resection. 

It should be emphasized that the 
great majority of patients with gas- 
trojejunocolic fistula will require the 


second-stage gastric resection and 
block excision of the fistulous tract in 
order to be completely freed of all 
symptoms. In view of 2 cases in 
which the fistula closed after the first 
stage, with marked improvement in 
nutrition and cessation of diarrhea 
and distress, roentgenologic examina- 
tion should again be repeated in every 
case before the second stage of the 
operative procedure is carried out. 
Should examination fail to reveal the 
colonic fistula, no harm can result 
from deferring the second stage, pro- 
vided the patient improves in health 
and provided repeated examinations 
fail to show the fistula. Discussion by 
Dr. J. Shelton Horsley, Richmond, 
Va.; Dr. R. L. Sanders, Memphis, 
Tenn.; Dr. Willard H. Parsons, 
Vicksburg, Miss.; Dr. Charles C. 
Green, Houston, Texas; Dr. Frank 
H. Lahey; Dr. Dery! Hart, Durham, 
N. C.; Col. R. A. Griswold, M.C., 
Washington, D. C., and Dr. William 
I. Rienhoff, Jr., Baltimore, Md. 14 
references. 8 figures. 

[These cases represent an extremely 
difficult group, and this procedure, while it 
has the disadvantage of a two-stage pro- 
cedure, may be by far the safer one.—Ep. | 


AN ANALYSIS OF THE RESULTS OF THE SURGICAL TREAT- 
MENT OF 260 CONSECUTIVE CASES OF CHRONIC 
PEPTIC ULCER OF THE DUODENUM 
WILLIAM FRAnNcis RIENHOFF, JR. 


Baltimore, Md. 
Ann. Surg. 121:583-99, May 1945 


In what may be termed a continu- 
ing study of 260 patients who were 
operated upon for peptic ulcer of the 
duodenum of from 4 to 20 years’ 
duration, the results indicate that only 
204 patients (78 per cent) should be 
regarded as well, 30 patients (12 per 


cent) as improved, and 21 (8 per 
cent) as Unimproved. The immediate 
mortality was 2 per cent, with no 
deaths occurring in the last 160 cases. 
These patients were operated upon 
because of complications arising from 
a chronic peptic duodenal ulcer that 
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would not respond to medical treat- 
ment. The complications consisted of 
intractable pain, hemorrhage, and 
vomiting associated with pyloric ob- 
struction. 

A conservative resection of the 
stomach and first portion of the duo- 
denum was performed because resec- 
tion, while not ideal, was thought 
more efficacious than less radical pro- 
cedures such as gastroenterostomy. 
The surgical procedure consisted in 
removing the pylorus, pyloric an- 
trum, and a portion of the acid-secret- 
ing mucosa of the fundus; shunting 
the flow of acid chyme and food away 
from the ulcer-bearing area of the 
duodenum; and employing a type of 
anastomosis insuring the maximum ir- 
rigation of the remaining pouch of 
stomach and at the same time pre- 
venting pooling of gastric juice and 
food due to delayed emptying. The 
rationale of the operative procedure, 
an antecolic gastrojejunostomy, is dis- 
cussed. 

In this series, division across the 
fundus of the stomach was made at 
right angles to the curvatures, greater 
and lesser, at the level where the left 
gastric vessels leave the lesser curva- 
ture and spread over the anterior and 
posterior surfaces of the stomach. 
This area corresponds anatomically 
with the incisura angularis. This pro- 
cedure insures removal of roughly 50 
per cent of the organ, including the 
pylorus, the pyloric antrum, and 
about one-third of the acid-secreting 
area. The removal of the antral mu- 
cosa is felt to be important because of 
the elimination of the hormone gas- 
trin, the chemical stimulant for. the 
formation of gastric juice. An indefi- 
nite amount of acid-secreting mucosa 
is also removed. 

Results in this series seem to indi- 


cate that conservative resection of the 
stomach may be carried out with an 
immediate mortality as low as that 
following gastroenterostomy. There- 
fore this type of resection is to be 
preferred to gastroenterostomy in the 
kind of case under discussion. The 
remote results also indicate that re- 
section, regardless of the extent short 
of almost total gastrectomy, will not 
insure against the development of 
jejunal complications. 


The success or failure of a resection 
of the stomach for peptic ulcers of the 
duodenum depends, therefore, in the 
majority of patients, on permanent 
reduction in gastric acidity under the 
normal circumstances of the patient’s 
everyday life. This reduction is ac- 
complished in three ways: (1) by re- 
moval of the acid-stimulating hor- 
mone gastrin; (2) by reduction of the 
acid-bearing area by partial removal; 
and (3) by neutralization of the aii 
juice by a thorough mixing with the 
alkaline jejunal contents. 

The majority of patients in this 
series struck a favorable acid balance 
following conservative resection of 
the stomach. Adequate mixing of gas- 
tric and jejunal contents and prompt 
emptying time of the remaining gas- 
tric pouch to prevent pooling of food 
and gastric juices are of great impor- 
tance. The very low immediate mor- 
tality rate adds to the desirability of 
conservative resection. In the rela- 
tively small percentage of patients in 
whom evidence of persistence of high 
free acid is found together with either 
the signs or symptoms of jejunal ero- 
sion or ulcer, a further radical. resec- 
tion may be performed. 5 figures. 

[This represents a sensible attitude to- 
ward gastric resection and gives evidence 
to indicate that wide resections probably are 
not always indicated.—Ep. | 
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THE PEDICLED JEJUNAL TRANSPLANT ON TO THE GASTRIC 


WALL: 


EVALUATION OF ITS EFFECT UPON GASTRIC 


ACIDITY AND FAILURE OF SUCH TRANSPLANTS 
TO AFFORD PROTECTION AGAINST ULCER 
PROVOKED BY HISTAMINE IN BEESWAX 


Frep Kotoucn, Jr., ALFonso T. $. DuBus and Owen H. WANGENSTEEN 


Univ. of Minnesota School of Medicine, Minneapolis, Minn. 
Surgery 17:667-85, May 1945 


Andrus and his associates have de- 
scribed a technic for creating a defect 
in the gastric wall and implanting in 
this defect a short segment of je- 
junum with pedicle to preserve its 
blood supply. These authors have 
found, in experiments on dogs, that 
this procedure reduced the gastric 
acidity and prevented the experimen- 
tal production of peptic ulcer by in- 
jection of histamine in beeswax. They 
have also employed the method in 
the surgical treatment of peptic ulcer 
in man. 

Andrus’ experiments have been re- 
peated in dogs, following his technic 
in the implantation of the pedicled 
jejunal graft exactly. In these ex- 
periments repeated gastric analyses 
showed an irregular, inconstant de- 
pression of gastric acidity following 
the operation; this depression was not 
of sufficient degree to be therapeuti- 
cally effective in peptic ulcer. After 
the administration of 0.5 mg. hista- 
mine base, the gastric acidity response 
was somewhat “subdued” in animals 
with the pedicled jejunal graft as 
compared with normal controls, but 
no reversal of the histamine effect was 
observed. In the experiments in which 
daily intramuscular injections of 30 


mg. histamine in beeswax were given, 
ulceration of the jejunal graft oc- 
curred in every animal in which such 
a graft was present. Duodenitis was 
observed in 3 out of 5 dogs with je- 
junal grafts following daily histamine 
injections. In experiments on Hei- 
denhain and Pavlov pouch dogs, the 
implanted jejunal graft did not regu- 
larly inhibit secretion in the pouch, 
although there was a slight but incon- 
stant depression of acidity. The secre- 
tion obtained from a _ Heidenhain 
pouch with implanted jejunal graft 
was as irritating to exteriorized duo- 
denal mucosa as normal gastric juice. 

On the basis of these experiments 
the authors conclude that the pedicled 
jejunal graft, as described by Andrus 
and his associates, does not control 
gastric secretion sufficiently to make it 
an effective therapeutic procedure in 
gastric ulcer, and that this operation 
should not supplant adequate gastric 
resection in the surgical treatment of 
ulcer. 7 references. 14 tables. 10 
figures. 

[ This is an interesting observation but in 
all probability will not become a standard- 


ized procedure in the treatment of ulcer in 
man.—Ep. | 
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TRANSTHORACIC GASTRECTOMY FOR UNUSUAL LESIONS 
OF THE STOMACH 
R. A. Griswotp (Col., M.C., A.U.S.) 


Louisville, Ky. 
Ann. Surg. 121:600-19, May 1945 


Until recent years, most malignant 
tumors of the cardia and fundus have 
been considered inoperable. Even 
since the development of transab- 
dominal total gastrectomy with esoph- 
agojejunostomy, the technical diff- 
culties of working up under the dome 
of the diaphragm are considerable 
when there is extragastric extension 
of the tumor, and involvement of the 
diaphragm or lower esophagus may 
make transabdominal resection impos- 
sible. Within recent years, reports of 
transthoracic approach to these tu- 
mors have been increasingly frequent. 

The advantages and disadvantages 
of the transthoracic approach are dis- 
cussed. Careful technic, avoidance of 
contamination, and meticulous atten- 


' tion to the details of anastomosis will 


minimize the danger of infection. The 
use of fine interrupted sutures of non- 
absorbable material throughout is of 
particular value. Prophylactic use of 
the sulfonamides or penicillin may be 
of some importance. Gentleness, good 
hemostasis, and adequate replacement 
of blood loss, combined with expert 
anesthesia, make the increased length 
of operating time of little importance. 
Preoperative preparation need be no 
different than for any major gastric 
operation. The anesthetist must have 
a full understanding of modern anes- 
thesia and of respiratory physiology 
and must possess tlre ability to antici- 
pate and prevent changes in the pa- 
tient’s condition. The author prefers 
endotracheal ether-oxygen anesthesia, 
with thorough aspiration of the pul- 
monary tree at the end of operation. 


The patient is supported on his 
right side so that a field from the 
midline posteriorly to the midline 
anteriorly on the left side is available. 
An incision is made over the 8th, 9th 
or 10th rib according to the obliquity 
of the ribs and the rib resected from 
the angle to the costal margin. The 
thorax is explored and the lung 
packed away into the upper chest. 
The phrenic nerve is crushed low at 
the side of the pericardium. The 
mediastinal pleura over the esophagus 
is incised as far upward as necessary 
and the incision carried across the 
diaphragm from the esophageal hia- 
tus to the costal margin. By bringing 
the anterior end of the diaphragmatic 
incision to the same point as the an- 
terior end of the thoracic incision, the 
abdominal and thoracic cavities can be 
converted into one, if it is necessary 
to extend the incision onto the ab- 
dominal wall. The abdomen is ex- 
plored for metastases and the oper- 
ability determined. 

The spleen is removed to increase 
exposure and facilitate the rest of the 
procedure. The lower esophagus is 
freed from the mediastinal structures 
and the vagus nerves divided above 
the diaphragm. The greater curva- 
ture of the stomach is freed and dis- 
section carried behind the stomach to 
the gastric vessels, which are ligated 
and divided close to the celiac axis. 
Dissection is carried out retroperi- 
toneally if the posterior wall of the 
stomach is involved, removing the 
posterior peritoneum of the lesser sac 
down to the pancreas. The lesser 
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curvature, the entire gastrohepatic 
omentum, and the lymph nodes of the 
lesser curvature are then freed. The 
stomach and lower esophagus are now 
quite mobile and may be lifted almost 
to the surface of the thorax. The 
stomach is divided between clamps 
with the cautery as low down as nec- 
essary to get well below the tumor. 
Closure of the stomach is carried 
out with two layers of interrupted fine 
silk inverting sutures, and the tip of 
the greater curvature is sutured to the 
posterior thoracic wall to reduce ten- 
sion on the subsequent suture line. 
The esophagus is divided between 
clamps and the specimen removed. 
The proximal esophagus is emptied 
by aspiration through a tube previ- 
ously inserted from above and aspira- 
tion continued throughout the remain- 
der of the anastomosis. The esopha- 
gus is sutured to the anterior surface 
of the stomach for a distance of an 
inch or more to minimize tension. An 
opening is made in the anterior sur- 
face of the stomach equal in length to 
the diameter of the esophagus and an 
open anastomosis carried out in 2 lay- 
ers with interrupted fine silk sutures, 
reinforced with any available tags of 
omentum. Any fluid or clots remain- 
ing in the abdomen are removed by 
suction and about 2.5 gm. of sulfa- 
nilamide crystals dusted about the an- 
astomosis. Margins of the diaphragm 
are then sutured to the stomach well 


down from the anastomosis so that 
there will be no pull on the suture 
line, and the remainder of the dia- 
phragm is overlapped a distance of 
about 1 cm. and closed with mattress 
sutures of interrupted silk. The tho- 
racic cavity is cleaned and dried and 
about 2.5 gm. of sulfanilamide dusted 
over the surface of the diaphragm. 
The chest wall is closed in layers with 
silk without drainage after the lung 
has been inflated by the anesthetist. 

One or two transfusions have usu- 
ally been given during operation, sup- 
plemented by additional transfusions 
postoperatively as indicated. The 
esophageal tube which has been 
pushed into the stomach is connected 
with constant suction, which is main- 
tained for about 72 hours, at the end 
of which time liquids may be cau- 
tiously given by mouth. Any accu- 
mulation of fluid or residual air in the 
left pleura is removed by aspiration 
at proper intervals. When fluids are 
started they are administered in 
amounts of 1 ounce every 30 minutes 
if tolerated well. At the end of 10 
days the patient should be on a full 
soft diet and at the end of the third 
week should be taking a full normal 
diet. Three cases are reported in de- 
tail. 8 references. 23 figures. 

[This paper is an excellent summary of 
the detailed technic of these cases for a 
transthoracic gastrectomy.—Ep. | 


TOTAL GASTRECTOMY: REPORT OF EIGHT CASES 


T. E. Jones and R. W. KeHm 
Cleveland, Ohio 


Surg., Gynec. & Obst. 


In the series of 8 consecutive cases 
of total gastrectomy reported, 3 pa- 
tients had localized ulcerating carci- 
nomas, high in the stomach; 2 of 


80:534-38, May 1945 ¢ 


these patients had extensive infiltrat- 
ing neoplasms involving most of the 
stomach. Two patients had persisting, 
penetrating, benign ulcers high in the 
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cardia, and in one of these there were 
multiple lymphosarcomatous lesions 
of the stomach with a single tumor 
only 1 inch from the esophageal or- 
fice. The pathologic condition, post- 
operative complications, postoperative 
duration of hospitalization and mor- 
tality in these cases are tabulated. Ob- 
structive symptoms and pain were un- 
bearable and failed to respond to 
medical treatment. Operation was 
performed to relieve symptoms and 
afford some months or years of fairly 
comfortable, productive life. 

Ten features in operative technic 
contributing to successful results are 
listed as: 

1. The use of spinal anesthesia in 
all cases. 

2. The use of an upper midline 
incision in preference to any other. 

3. The removal of the stomach 
facilitating esophagojejunostomy an- 
astomosis and the use of only 2 layers 
of suture for anastomosis. 

The dissection of a shelf of dia- 
phragmatic peritoneum which is re- 
sutured to the jejunum below the 
line of the anastomosis acting as a sus- 
pensory to relieve the suture line of 
stress. 

5. The insertion of the loop of je- 
junum through the transverse colon. 

6. The creation of an enteroenter- 
ostomy between the afferent and effer- 
ent loops of jejunum allowing pan- 
creatic enzymes and biliary secretions 
to bypass the esophagus and prevent 
regurgitation. | 

7. The closure of wounds with in- 
terrupted steel alloy sutures. 

8. The lack of necessity for mobil- 
izing the left lobe of the liver by 
division of the lateral ligament for 
exposure. 

9. The lack of justification for 
splenectomy as a routine procedure. 


10. The removal of the gastric 
tube at completion of operation to 
prevent pressure necrosis at the line 
of anastomosis. 

Before operation these patients are 
given gastric lavage, intravenous sa- 
line injections and transfusions as in- 
dicated, and parenteral vitamins. The 
renal and cardiac reserves are deter- 
mined. Gastric lavage is given 2 
hours after meals each night, and, if 
the residuum persistently exceeds, 
continuous suction is used for 36 hours 
before operation. Each morning the 
patient is given 500 cc. of intravenous 
3 per cent saline until the excretion of 
urinary chlorides is normal. Follow- 
ing operation, sips of water may be 
given by mouth for 4 or 5 days, after 
which small amounts of liquid food 
are gradually added. The diet is 
gradually increased so that, when dis- 
charged, the patient is taking a high 
caloric soft diet and may return to a 
normal diet after a few weeks. He is 
warned to eat small portions and mas- 
ticate thoroughly. Postoperative com- 
plications were mild except in one 
case. Three patients developed partial 
atelectasis and pneumonitis but re- 
sponded to forced coughing, expecto- 
rants and sulfonamides. In one case a 
small pelvic abscess responded to 
drainage through a small suprapubic 
incision. 

The physiologic effects of total gas- 
trectomy include digestive disturb- 
ances such as diarrhea, steatorrhea, 
dysphagia and biliary regurgitation. 
In some cases a macrocytic anemia de- 
velops and, in others, secondary iron 
deficiency anemia of the normocytic, 
normochromic type. There was no 
evidence of anemia in the 8 patients 
here discussed. It is suggested that 
the explanation of the digestive 
symptoms and alterations in the 
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hematopoietic system following total 
gastrectomy may alter the present 
conceptions of gastrointestinal physi 
ology. 12 references. 2 figures. 2 
tables. 


[Some of the technical points in this pro- 


REMOVAL OF THE VAGUS INNERVATION OF 


cedure can be emphasized, namely, (1) 
the midline incision, (2) the judicious use 
of two-layer anastomosis, (3) the suture 
of the diaphragm below the line of anasto- 
mosis, and (4) a routine Roux anastomo- 
sis, with (5) closure of the wound with 
steel alloy wire.—Eb. | 


THE 


STOMACH IN GASTRODUODENAL ULCER 


Lester R. Dracsrepr and Pau W. SCHAFER 
Univ. of Chicago Medical School, Chicago, III. 
Surgery 17:742-49, May 1945 


Subdiaphragmatic division of the 
vagus nerve has been done in 15 pa- 
tients, 13 with duodenal ulcer, 1 with 
gastric ulcer, and 1 with gastrojejunal 
ulcer. For this operation, ethylene 
and ether anesthesia is employed with 
the positive pressure technic. The sev- 
enth or eighth rib on the left side is 
resected to give adequate exposure. 
The left lung is mobilized and re- 
tracted upward out of the field. The 
pleura is opened over the lower 10 
cm. of the esophagus; the lower 
esophagus is mobilized and elevated. 
The main trunks of the left or an- 
terior vagus and right or posterior 
vagus are thus exposed; they usually 
consist of a varying number of nerve 
fibers that can be identified by com- 
bined inspection and palpation; these 
fibers are grouped into 2 main bun- 
dles, ligated and divided just above 
the diaphragm. In the first 2 cases in 
which this operation was done, seg- 
ments of vagus fibers 3 to 4 cm. long 
were excised. In the subsequent cases, 
after division of the nerves, the proxi- 
mal ends have been brought out and 
sutured to the pleura. In addition to 
the main vagus trunks, smaller vagi 
enter the esophageal wall; these 
should be “combed off” by elevating 
the esophagus with the finger prior 


to the ligation of the main vagus 
trunks. The pleura is closed with a 
running catgut suture and the chest 
closed without drainage. In the later 
cases in this series, patients have been 
encouraged to get out of bed for a 
brief period 24 hours after operation, 
and for increasing periods each day 
until fully ambulant. This early ris- 
ing decreases the liability of pulmo- 
nary and other complications. 

Of the 15 patients in whom this op- 
eration has been done, the 1 patient 
with gastric ulcer is apparently cured, 
as indicated not only by relief of all 
symptoms but also by x-ray and gas- 
troscopic evidence. All but 1 of the 
13 patients with duodenal ulcer have 
been greatly improved or cured;, gas- 
troenterostomy was necessary in 3 pa- 
tients because of persistence of ob- 
structive symptoms. The patient with 
gastrojejunal ulcer has shown im- 
provement but is still under medical 
treatment. Most of these patients had 
heavy secretion of highly acid gastric 
juice at night, and this night secre- 
tion has been markedly reduced since 
operation. The improvement result- 
ing from vagus nerve section in these 
cases is in harmony with the theory 
that gastroduodenal ulcer is a psycho- 
somatic disease and that the central 
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nervous system affects the stomach 
through the vagus nerves, thus in- 
creasing the gastric secretion. 10 ref- 
erences. 1 table. 3 figures. 


[This is an important contribution to 
the ulcer problem and again brings out the 


importance of the psychosomatic factor in 
these cases..—Eb. | 


CHANGES IN GASTRIC CHEMISM AND THE BLOOD PIC- 
TURE FOLLOWING GASTRECTOMY (Modificaciones del 


guimismo gastrico y de la formula sanguinea postgastrectomia) 


Osva.Lpo F. Mazzrni and Mario SALvI 
Prensa med. argent. 32:375-81, March 2, 1945 


The authors made a study of the 
gastric chemism and blood picture in 
41 gastrectomized patients. Only one 
of these patients was a woman who 
suffered from gastric ulcer. Most of 
the patients were between 30 and 40 
years of age and were operated upon 
under local anesthesia according to 
the Hboffmeister-Finsterer technic. 
The interval that elapsed since opera- 
tion ranged from 7 months to 12 
years. The amount of free hydro- 
chloric acid in the gastric juice was in- 
creased in all cases of gastric or duo- 
denal ulcer prior to operation. Only 1 
case of duodenal ulcer showed a nor- 
mal acidity. The total acidity was 
normal or subnormal in 6 cases of gas- 
tric ulcer and in 1 case of duodenal 
ulcer. In the remaining cases total 
acidity was increased. Following the 
E.wald-Boas test meal, free HCl] was 
normal in 8 cases of gastric ulcer and 
in 7 cases of duodenal ulcer. In the 
remaining cases it was increased. An- 
acidity was observed in one patient 
with gastric ulcer seen 5 years and 10 
months after operation. Total acidity 
was increased in all patients except the 
case mentioned above, in patients with 
gastric as well as duodenal ulcer, from 
2 to 3.75. 

Following operation, anacidity was 
observed in all cases. In 3 cases there 
was noted a very slight amount of 
free HCI during the immediate post- 


operative period, but this subsequent- 
ly disappeared. Also the test meal 
demonstrated complete anacidity in 
all patients except 2 as well as a dim- 
inution in total acidity with very 
slight increase in only 2 cases. 


During the preoperative period 5 
patients with gastric ulcer and 5 pa- 
tients with duodenal ulcer showed a 
slight polycythemia falling within the 
upper limits of normal. The eryth- 
rocytes showed an increase of from 
270,000 to 470,000. This abnormal 
increase in erythrocytes is related to 
hypersecretion and to hyperacidity 
through the hemopoietic regulating 
principle demonstrated by Castle. 

In no instance could severe anemia 
or pernicious anemia be demonstrated 
following operation. Slight hypo- 
chromic anemias were observed. 
Whereas some writers have reported 
a progressive increase in anemia as the 
interval after operation was increased, 
the present writers found an increase 
in erythrocytes in 10 cases and dem- 
onstrated a progressive increase in 
erythrocytes as the interval since oper- 
ation increased. 


The writers therefore feel that the 
dangers of partial gastrectomy as evi- 
denced by postoperative anemia have 
been exaggerated and should not be 
considered as a contraindication to the 
surgical treatment of ulcers. 
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INFLAMMATORY LESIONS OF THE STOMACH AND 
DUODENUM 


FRANK H. LAHEY 
Boston, Mass. 
J.A.M.A. 127:1030-37, April 21, 1945 


Unless medical treatment of peptic 
ulcer results in disappearance of 
roentgen signs, disappearance of 
symptoms, and disappearance of oc- 
cult blood in the stools, unless gas- 
troscopy shows healing of the defect, 
and unless these results are main- 
tained for a year, operation is indi- 
cated. Surgery is recommended for 
all ulcers of the greater curvature. 
Prepyloric ulcers may safely be given 
a trial by medical treatment. In cases 
with persistent prepyloric spasm with 
x-ray findings resembling cancer, ex- 
ploration is justified. If a gastric ulcer 
closes and then reopens, high subtotal 
gastrectomy is indicated. In doubt- 
ful and in closed cases, re-examination 
should be made every 2 months for 
a year. Duodenal ulcer is the most 
common form and gives rise to most 
complications. For perforation, sim- 
ple closure is recommended. Intract- 
able pain will also yield to surgery. 
Gastroenterostomy is recommended 
for cicatricial pyloric obstruction. A 
plan is described for earlier predic- 
tion of recurrence of pyloric obstruc- 
tion. Besides perforation, hemorrhage 
is the most definite indication for sub- 
total gastrectomy. Medical treatment 
should be given a trial in all cases of 
gastrojejunal ulcer unless the ulcer 
is adherent to the transverse colon, 
when immediate operation is _ re- 
quired. When a Finsterer resection 
by exclusion has been done, the origi- 
nal ulcer and pylorus should be re- 
moved rather than performing a sec- 
ondary subtotal gastrectomy. 

[This represents an excellent principle 
of handling these cases.—Ep. | 


REFERENCES TO CURRENT ARTICLES 
Torsion of a Pedunculated Gastric Cyst. 
M. D. Sheppard and I. R. Gilmour, 
Chelmsford, England. Brit. M. J. 1: 
874-75, June 23, 1945. (In the case 
reported, the chief symptoms were a 
sensation of fullness in the abdomen, 
constipation, and in the last 4 months a 
visible swelling in the right iliac fossa. 
At operation a cyst was found in the 
peritoneal cavity, with a long pedicle at- 
tached to the greater curvature of the 
stomach; the pedicle was twisted about 
5 times. The cyst was discolored in 
some areas, but did not appear necrotic; 
it was easily removed, and the patient 
made a good recovery. Histological ex- 
amination showed no epithelial lining; 
the findings indicated that the cyst was 
probably of enterogenous origin and that 
the epithelial lining had been destroyed 
by circulatory disturbances as a result of 
the torsion. A brief review of the litera- 
ture is presented, including a similar case 
reported by Gross. 11 references. ) 
Myoma of Stomach. Leonard Ball, Mel- 
bourne, Australia. Australian and New 
Zealand J. Surg. 14:273-75, Apr. 1945. 
(During the past 10 years only 4 cases 
of benign tumor of the stomach have 
been observed at the Alfred Hospital, 
Melbourne. All of them were myomas. 
‘Two of these were submucous and were 
removed by gastrotomy, | was intra- 
mural and was removed by gastrectomy, 
and 1 was subserous and was removed 
by local excision. In the case reported 
the patient complained of “indigestion” 
and flatulence for 18 months before at- 
tacks of severe epigastric pain and vom- 
iting developed; blood had been pres- 
ent in the vomitus. Gastroscopy findings 
indicated a benign tumor, but with the 
possibility of a non-ulcerating operable 
carcinoma. At operation, after opening 
the stomach, the tumor was easily shelled 
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off the muscle; it proved to be a benign 
fibromyoma. The patient has been well 
for over 5 years since operation. 7 ref- 
erences. 2 figures.) 

Survival After Gastric Resection in Carci- 
noma of the Stomach. W. Castleberry 
Custer, Oakland, Calif. Surgery 17: 
510-11, April 1945. (Gastric resection 
was performed on 141 patients with car- 
cinoma of the stomach. After 5 years 
27.06 per cent were alive, and 18.75 
per cent had a survival rate over 8 
years. In contrast, in a group of 28 
patients with gastric carcinoma who re- 
fused operation all were dead at the end 
of 3 years.) [These figures are a good 
argument for palliative gastric surgery 
for neoplasm of the stomach.—Ep. | 


The Creation of a Gastric Pouch Follow- 
ing Total Gastrectomy. Gilson Colby 
Engel, Philadelphia, Pa. Surgery 17: 
512-23, April 1945. (Following total 
gastrectomy, there may be distress due 
to lack of physical space in the jejunum 
to handle a moderate-sized meal. A case 
is reported in detail in which such symp- 
toms were relieved by a secondary op- 
eration creating a pouch out of the af- 
ferent and efferent loops of jejunum. 
The stages of the operation are illus- 
trated. Another pouch operation was 
done following a Lahey total gastrec- 
tomy in another patient. In this case the 
anastomosis was made between the two 
loops of jejunum. Good results were ob- 
tained in both cases. The importance of 
the decompression tube and of the feed- 
ing tube following subtotal gastrectomy 
is stressed. The pouch may be done as a 
second stage procedure or at the original 
resection. ) 


Ruptured Anastomotic Aneurysm of Gas- 
tric Arteries: Case Report and Review 
of Literature. Carl E. Taylor, Pitts- 
burgh, Pa. Am. J. Surg. 68:258-60, 
May 1945. (An anastomotic aneurysm 
of the right and left gastric arteries 
which ruptured, causing profuse intra- 
peritoneal hemorrhage, is described in 
a man of 50 years. The symptoms con- 
sisted of headache, followed by anorexia, 


and a blood picture suggesting malaria. 
After a dose of quinine he vomited once, 
and on the next day he went into shock 
on 2 occasions but responded to stimu- 
lants and intravenous fluids. About 30 
hours after admission he went into 
shock for the third time and died 30 
minutes later. No reports of similar 
cases have been recorded. A photograph 
shows the gastric aneurysm and branches 
of the celiac axis dissected free from 
adjacent visceral structures. ) 


Gastric Schwannoma: Report of a Large 


Intragastric Lesion Simulating a Bezoar. 
Julio Sanguily and Francisco Leon 
Blanco, Havana, Cuba. Surgery 17: 
328-36, March 1945. (A case of a 
large schwannoma of the stomach in a 
negress of 58 years is described in detail. 
Because of its radiological features and 
few symptoms, it was confused with an 
intragastric bezoar. The tumor was re- 
moved transgastrically through an an- 
terior gastrotomy. In spite of careful 
hemostasis and otherwise normal con- 
valescence, a massive gastric hemorrhage 
occurred on the tenth postoperative day. 
It is suggested that this may have been 
due to dehiscence of the gastric mucosa 
suture at the site of the tumor, or to 
avitaminosis. The patient responded to 
a citrated blood transfusion, gastric 
lavage with hot physiologic saline solu- 
tion, large doses of vitamin K and an 
indwelling duodenal catheter. She was 
discharged from the hospital 19 days 
after the operation. ) 


A Direct Visual Technique for Studying 


Chemical and Other Injury to Exposed 
Mucosal Surfaces. Fred Kolouch, Jr., 
Minneapolis, Minn. Surgery 17:641- 
44, May 1945. (Pedicled segments of 
the gastrointestinal tract of dogs were 
brought out and exteriorized upon the 
anterior abdominal wall. The reactions 
of these mucosal grafts to gastric juice, 
circulatory disturbances or trauma could 
be observed directly and dynamically. 
Serial photographs and biopsies of ob- 
served anatomic changes could be made. 
The technic of preparation of the ex- 
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teriorized segment is described. The 
celerity of appearance of mucosal injury 
as a result of dripping solutions of hydro- 
chloric acid within the physiologic range 
is emphasized. The deleterious effect of 
local trauma was evident. It is proposed 
to attempt to determine the susceptibility 
of the various segments of the gastro- 
intestinal tract to chemical injury. ) 


Hypertrophic Gastritis Simulating Carci- 


noma. Charles M. Harris, Belle Glade, 
Fla. Am. J. Surg. 68:261-65, May 
1945. (Both polypoid and the stenosing 
hypertrophic variety of gastritis may be 
clinically indistinguishable from carci- 
noma. A prepyloric and antral stenosis 
may be produced by syphilis or by a non- 
specific form of hypertrophic gastritis. 
Even after gastroscopy and complete 
x-ray studies there are cases in which a 
judgment between carcinoma and gas- 
tritis is still doubtful. Since biopsy is not 
possible through a gastroscope, all such 
cases must be explored surgically. Gas- 
tric resection may well become the treat- 
ment of choice for some of these cases. 
A case of hypertrophic gastritis which 
could not clinically be distinguished from 
carcinoma and which responded well to 
resection is described. ) 


Duodenal Atresia in the Newborn: Case 


Report. W. C. Sumner and Kenneth 
A. Morris, Jacksonville, Fla. Am. J. 
Surg. 68:120-23, April 1945. (Until 
recently all cases of duodenal occlusion 
were fatal, and only 15 patients with 
complete atresia of the duodenum have 
been known to survive operation. A 
case is reported in detail in which a 
short-circuiting operation with duodeno- 
jejunostomy 5 days after birth yielded 
good results. Certain precautions in 
preoperative and postoperative care and 
anesthesia in infants are stressed. In 
these cases operation must be performed 
early. Exploration of the duodenum is 
not advisable. ) 


Duodenal Diverticulum Secondary to a 


Gastric Ulcer. R. Milnes Walker, 
Wolverhampton, England. Brit. J. 
Surg. 32:434-35, Jan. 1945. (The 


patient had suffered from gastric symp- 
toms for 15 days with only temporary 
relief from medical treatment. By a 
partial gastrectomy of the Polya type a 
gastric ulcer was removed and a large 
diverticulum on the inferior margin of 
the first part of the duodenum was re- 
sected. ‘The patient recovered and was 
in good condition 2 years and 2 months 
after the operation. It is suggested that 
the large duodenal diverticulum might 
have been a sequel to chronic gastric 
ulcer. ) 


The Indications for Operation in Cases of 


Peptic Ulcer from the Internist’s Point 
of View. Arthur L. Bloomfield, San 
Francisco, Calif. Surgery 17:692-96, 
May 1945. (It is emphasized that what 
appears to be total pyloric stenosis may 
be partly due to reversible spasm and 
edema. Operation should not be at- 
tempted until measures for relieving 
spasm and edema have failed. It is most 
important to recognize hemorrhage as 
intractable before it is too late to save 
life by operation. Operation for hemor- 
rhage in young persons may be put 
off longer than it is for older per- 
sons. Transfusion of concentrated red 
blood cells may prove life-saving. Can- 
cer develops so rarely in gastric ulcer 
that prophylactic excision is usually not 
indicated. Apparently benign ulcers 
which fail to heal“may be cancer and 
should be removed by gastric resection. 
It is emphasized that peptic ulcer is fre- 
quently a psychosomatic problem. ) 


Gastric Resection for Certain Acute Per- 


forated Lesions of the Stomach and 
Duodenum with Diffuse Soiling of the 
Peritoneal Cavity. J. Dewey Bisgard 
Omaha, Neb. Surgery 17:489-509, 
April 1945. (Subtotal gastric resection 
can be performed in good risk cases in 
diffuse soiling of the peritoneal cavity 
within 12 hours after perforation of 
ulcers of the stomach, duodenum or je- 
junum with lower mortality than that 
obtained by simple closure with sutures. 
With few exceptions, permanent cures 
may be expected in contrast to the fre- 
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quent recurrences following simple clo- 
sure. However, the immediate interests 
of most patients will be best served by 
simple closure. In selected cases emer- 
gency primary resection is the method of 
choice, as, for instance, in cases of per- 
forated resectable gastric cancer, perfo- 
rated ulcers with coincident hemorrhage, 
and perforated ulcer with fixed pyloric 
obstruction. Gastroenterostomy is an 
inferior alternative. In another group 
the choice of operation is debatable but 
resection in experienced hands offers 
better prospects of permanent cure. Such 
cases include perforating ulcers with lit- 
tle or only local soiling, recurrent per- 
forations and very early perforations in 
very young patients who are otherwise 
in good health. In this group the risk 
is very small and the incidence of re- 
currence high.) [As a matter of princi- 
ple, the safer procedure still is a simple 
closure of the perforation.—Ep. | 


Inflammatory Lesions of the Upper Gas- 
trointestinal Tract. A. H. Aaron, Buf- 
falo, N. Y. J.A.M.A. 127:1027-30, 
April 21, 1945. (A discussion of cer- 
tain advances made in recent years in 
the diagnosis and treatment of lesions 
of the stomach and duodenum. The cri- 
teria for healing of ulcerating lesions of 
the stomach are specified. It is empha- 
sized that fluoroscopy of the upper gas- 
trointestinal tract may in time occupy 
the same position as similar studies of 
the lungs. Other phases reviewed in- 
clude peptic ulcer in children, indications 
for surgery, physiological factors and 
treatment. The importance of diet and 
of timing of meals in the early stages is 
emphasized. The significance of re- 
moval of psychosomatic factors and edu- 
cation of patients is stressed. Phenobar- 
bital, % to 1 gr., is given one-half hour 
before meals and at bedtime. One, 2 
and 3 hours after meals a 15 gr. tablet 
or capsule of calcium carbonate is ad- 
ministered. Aluminum hydroxide tab- 
lets, each containing 10 gr., can be used 
similarly to calcium carbonate. Impulses 
over vagal routes can be blocked out by 





belladonna. Extract of belladonna, 8 
mg., may be given 20 minutes before 
meals.) [Certainly one of the impor- 
tant factors in the handling of these 
patients is the psychosomatic one, and 
this is oftentimes forgotten in the medi- 
cal management of these patients.— 


Ep. | 


Gastric Ulcer and Cancer. Arthur W. 


Allen, Boston, Mass. Surgery 17:750- 
54, May 1945. (By considering gastric 
ulcer as a primarily surgical problem, it 
may be possible to increase the cure rate 
for cancer of the stomach in patients 
who really have a malignant lesion that 
appears to be benign. This alone offsets 
the risk. Early radical surgery is indi- 
cated if the patient has prepyloric or 
fundal ulcer, is over 40 years of age 
and has had symptoms for less than 1 
year, or if the ulcer is more than 2 cm. 
in diameter. More conservative treat- 
ment is justified in younger patients with 
small lesions, or with symptoms of more 
than 5 years’ duration. The patient 
should be given the benefit of an ade- 
quate hospital regimen. If the ulcer re- 
mains even partially unhealed after 1 
month of such treatment, or if ulcera- 
tion recurs within 1 month of healing, 
operation is in order.) [The foregoing 
is a very logical and, at the same time, 
conservative method of handling these 
patients. —Ep. | 


The Treatment of Perforated Duodenal 


Ulcers. Roscoe R. Graham, Toronto, 
Canada, and E. B. Tovee (Major, 
R.C.A.M.C.). Surgery 17:704-12, 
May 1945. (Presentation of a series of 
114 perforated duodenal ulcers. Oper- 
ation was performed on 111 patients 
with 7 operative deaths, a mortality of 
6.3 per cent. In only 3 patients was 
death due to intraperitoneal infection. 
Preoperative treatment is most impor- 
tant in lowering the operative mortality, 
even though operation may have to be 
deferred for as long as 12 hours. The 
routine use of sulfonamide drugs intra- 
peritoneally appears to be superfluous. 
Drainage of the abdomen at the time of 
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closure of the perforation is unnecessary. 
Under spinal anesthesia the closure of 
the perforation by an omental patch, at- 
tached or detached, held in place by 3 
interrupted catgut sutures, is an efficient 
and simple method. This reduces opera- 
tive trauma and technical difficulties to 
the minimum and can be carried out 
with safety despite limited facilities. ) 
| This confirms the growing experience 
that the use of sulfonamides intraperi- 
toneally is probably of little value in 
these cases.—Ep. | 

Acute Peptic Ulcers Following Distant 
Operations. Peter A. Herbut, Philadel- 
phia, Pa. Surg., Gynec. & Obst. 80:410- 
15, April 1945. (The author presents 
5 cases of acute peptic ulcer following 
distant operations. One patient died 


30. Small Intestines 


from hemorrhage following erosion of 
an artery in the stomach wall. The re- 
maining 4 ulcers were in the duodenum. 
One had perforated and produced peri- 
tonitis, another penetrated into the head 
of the pancreas, and 2 were limited by 
muscle coats. The causes of the ulcers 
were not apparent. These 5 cases were 
observed in a consecutive series of 1,750 
autopsies performed at the Jefferson 
Medical College Hospital in the last 5 
years. The initial operation in these 
cases was as follows: cecostomy followed 
by resection of the entire ileocecal re- 
gion, right pneumonectomy, laminec- 
tomy, abscess of the lung [drainage 
through chest wall], peritoneoscopy for 
ovarian carcinoma.) [These cases again 
suggest that there is a psychosomatic fac- 
tor in these individuals.-—Ep. ] 


MALIGNANT TUMOURS OF THE SMALL INTESTINE: A RE- 
VIEW OF THE LITERATURE AND REPORT OF 21 CASES 


KENNETH FRASER 
Glasgow, Scotland 
Brit. J. Surg. 32:479-91, April 1945 


Following a review of the litera- 
ture and a detailed discussion of the 
pathology of malignant tumors of the 
small intestine, the author suggests a 
scheme for the classification of cellu- 
lar sarcomata of the small intestine 
with corresponding nomenclature. 
Diagnostically, he emphasizes the 
need for a careful x-ray investigation 
of the small bowel in all cases of 
melena in which the radiologist has 
reported a normal stomach and colon. 
The operative mortality in malignant 
tumors of the small bowel is very 
high because symptoms appear late, 
and for this reason the patient comes 
for operation when the tumor is al- 
ready in an advanced stage. Very 
often the surgeon is called only after 


intestinal obstruction is present. Prog- 
nosis is poor because these tumors 
metastasize early. 

The present series consists of 21 
cases, including 12 adenocarcinoma 
and 9 sarcoma. Eight cases are de- 
scribed in detail with illustrations. 
The treatment of choice for malignant 
tumor of the small bowel is resection 
of the affected loop of bowel along 
with a wedge of the related mesentery 
and contained lymphatics. The con- 
tinuity of the intestine is then re- 
established either by end-to-end or by 
lateral anastomosis. After operation, 
continuous pernasal aspiration and in- 
travenous therapy are employed. 

Some writers favor jejunostomy 
with anastomosis within 14 days. Re- 
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section and anastomosis are not always 
possible. In such cases a palliative 
entero-anastomosis is done or, if con- 
ditions are too bad, it may be neces- 
sary to close the abdomen without fur- 
ther procedure. American writers have 
recommended postoperative or pallia- 
tive roentgenotherapy. In the pres- 
ent series of 21 cases, 15 were oper- 
ated upon. In 13 cases resection with 
anastomosis was done; in | case a two- 
stage procedure, with first a lateral 
anastomosis to short-circuit the tumor, 
followed after 14 days by resection 
of the tumor. The other operation 
consisted of simple drainage of a pel- 
vic abscess. Of the 15 cases in which 
operation was performed, 9 died with- 
in 14 days, thus presenting an opera- 
tive mortality of 60 per cent. Two or 


3 of these patients had perforations 
before admission. In 10 carcinoma 
cases operated upon, the operative 
mortality was 50 per cent, while in 
the sarcoma cases the operative mor- 
tality was 75 per cent. In the pres- 
ence of acute intestinal obstruction, 
the immediate postoperative mortal- 
ity is doubled. Of the 6 cases in this 
series in which operation was success- 
ful, 5 were carcinoma and | sarcoma. 
The latter developed secondaries and 
died within 1 year. Two patients re- 
mained well for 2 and 2% years re- 
spectively, when secondaries were pre- 
sumed or noted. One patient is still 
well 2% years after operation. The 
longest survival was 9 years. This 
patient died of carcinoma of the cecum 
9 years after the first operation. 37 
references. 13 figures. 


THE COMPLICATIONS OF ACQUIRED DIVERTICULOSIS 
OF THE JEJUNUM AND ILEUM 


R. Mitnes WALKER 


Royal Hospital, Wolverhampton, England 
Brit. J. Surg. 32:457-63, April 1945 


A review of the literature reveals 
only 19 cases of acquired diverticu- 
losis in this region. The author adds 
3 cases. In 4 cases and in 1 of those 
reported by the author concretions 
had formed, and in 3 of these cases 
in the ileum there was acute intestinal 
obstruction. Sudden severe hemor- 
rhage may occur from jejunal diver- 
ticulum, the blood being passed by 
rectum or vomited. Traumatic rupture 
of a jejunal diverticulum was report- 
ed in 1 case, terminating fatally 10 
hours after operation. Volvulus was 
associated with diverticulosis in 2 
cases. There was only 1 case of co- 
existing malignancy in which the tu- 
mor had developed at the margin of 
the diverticulum. There is not sufh- 


cient evidence to suggest that divertic- 
ulosis of the small intestine predis- 
poses to malignancy. 

The most common complication of 
diverticulosis of the ileum and jeju- 
num is acute diverticulitis, with a 
marked tendency to produce spread- 
ing peritonitis. Diagnosis before op- 
eration is unlikely. Once the condi- 
tion is suspected, immediate operation 
is imperative, with resection of a por- 
tion of the intestine as the method of 
choice. The complications of divertic- 
ulosis of this region are listed as fol- 
lows: (1) acute diverticulitis causing 
general peritonitis, local abscess, ad- 
hesions or acute intestinal obstruction 
with or without perforation; (2) con- 
cretion formation which may lead to 
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intestinal obstruction; (3) hemor- 

rhage; (4) traumatic rupture; (5) 

volvulus. 

REFERENCES TO CURRENT ARTICLES 

Solitary Diverticulitis of the Cecum. Zenas 
B. Noon (Capt., M.C., A.U.S.) and 
Harry L. Schenk (Lt. Col., M.C., 
A.U.S.). Am. J. Surg. 68:364-68, 
June 1945. (Solitary diverticulitis of 
the cecum is rare, and most cases are 
mistaken for appendicitis preoperatively 
and for carcinoma of the cecum at oper- 
ation. So far, 48 cases have been re- 
ported in the American and British lit- 
erature. The sex incidence is equal. 
Minimal surgery is recommended be- 
cause there is a tendency to spontaneous 
resolution. However, diverticulectomy 
or inversion of the solitary diverticulum 
should be done if possible. Of 3 cases 
described, 2 were true or congenital. 
Two cases were treated by diverticulec- 
tomy and | by inversion. “Twenty-two 
of the 48 reported cases had had previ- 
ous attacks of abdominal pain. Fre- 
quently a fecalith will be found. In cases 
of severe inflammation, spontaneous 
resolution should be awaited rather than 
proceeding to more radical procedures. ) 

An Unusual Case of Meckel’s Diverticu- 
lum. Sam Gendel (Major, M.C., 


31. Appendix 


A.U.S.) and Meredith G. Beaver (Lt. 
Col., M.C., A.U.S.). Ann. Surg. 121: 
891-93, June 1945. (A case of Meck- 
el’s diverticulum in a man of 20 years is 
reported, in which the diverticulum was 
not only abnormally long but had un- 
dergone acute inflammatory changes. It 
had produced almost complete bowel 
obstruction and had ectopic gastric mu- 
cosa which had undergone peptic ulcera- 
tion, and it was associated with a patho- 
logic diagnosis of early acute appendi- 
citis. The diverticulum was excised, 
sulfanilamide applied, and the wound 
closed in layers without drainage. In 
this case the intestinal obstruction was 
probably the primary factor and acute 
diverticulitis merely a contributing fac- 
tor. The early acute appendicitis aggra- 
vated the condition but was not re- 


sponsible. ) 


Solitary Diverticulitis of the Cecum: Re- 
port of Two Cases. John W. Gatewood 
(Capt., M.C., A.U.S.). Ann. Surg. 
122:52-58, July 1945. (In both cases 
reported, a diagnosis of acute appendi- 
citis was made preoperatively, as is usual 
in cases of this type. Excision of the di- 
verticulum was done in each case; the 
tissue edges of the bowel were found to 
be normal, and a firm closure was easily 
made. The appendix was removed in 
each case.) 


APPENDICAL PERITONITIS 


Avton OcusNer and J. Harvey JoHNsToN 


New Orleans, La. 
Surgery 17:873-92, June 1945 


The mortality from appendicitis is 
definitely decreasing, but each year 
over 10 per 100,000 population die 
of appendicitis. With practically no 
exceptions, the removal of the vermi- 
form appendix before infection ex- 
tends beyond its confines is associated 
with no mortality. It is only when 


the infection has extended beyond the 
appendix, either as a result of pro- 
crastination, the use of catharsis, or 
early necrosis because of ischemic gan- 
grene, that fatal complications occur. 

The patients with ruptured appen- 
dix who were admitted to the Charity 
Hospital in New Orleans in 1933 and 
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in 1943 were studied and analyzed. 
These two years were chosen, a dec- 
ade apart, because in the former group 
no sulfonamide drugs were employed, 
no attention was paid to plasma pro- 
teins, and gastrointestinal decompres- 
sion was inadequately used, whereas 
in the latter group sulfonamide drugs 
were used in 97.5 per cent of the cases, 
plasma or blood was administered in 
45 per cent, and decompression was 
employed in 88 per cent of cases. 

Despite an appreciable decrease in 
the incidence of appendical peritonitis 
in the past decade, this complication 
remains all too frequent and calls for 
constant and further emphasis. Ca- 
thartics are administered in 90 per 
cent of cases of ruptured appendicitis, 
which is indeed deplorable. Appen- 
dical rupture is usually associated with 
the development of one of three com- 
plications depending on many con- 
trollable and uncontrollable factors: 
localized peritonitis, localized abscess 
(or, more correctly, walled-off in- 
flammatory process), and spreading 
or generalized peritonitis. The use of 
sulfonamide drugs has been a boon in 
lowering mortality and morbidity; 
equally important, however, are the 
use of relatively large amounts of 
blood and plasma and the routine em- 
ployment of gastrointestinal decom- 
pression in all cases with any possi- 
bility of a dynamic ileus. 

A plea is made for careful study 
and individualization in every case of 
appendical peritonitis. In a given case 
the authors advocate: (a) immediate 
surgical extirpation of the vermiform 
appendix in all cases of unruptured 
appendicitis; (b) immediate appen- 
dectomy in all patients with ruptured 
appendicitis in whom there is not defi- 
nite and demonstrable localization 
(thus, they believe in immediate ap- 


pendectomy in the localized and gen- 
eralized peritonitis cases of the diffuse 
type); (c) conservative therapy of all 
cases of localized inflammatory proc- 
esses. This treatment consists essen- 
tially of obtaining absolute rest of the 
gastrointestinal tract by withholding 
everything by mouth, liberal use of 
morphine, application of external heat 
to the abdomen, and gastrointestinal 
decompression by indwelling duode- 
nal catheter or Miller-Abbott tube. 
In addition, liberal use of blood and 
plasma to avoid anemia and hypopro- 
teinemia, sulfonamide drugs paren- 
terally to control infection, and oxy- 
gen to aid in preventing distention 
are important. In 75 to 80 per cent 
of such cases the inflammatory process 
will quickly recede; interval appen- 
dectomy should then be done at a 
later date. Twenty to 25 per cent 
will progress to localized suppuration 
and will require drainage; great care 
is absolutely imperative in avoiding 
uninvolved peritoneum in such drain- 
age. 

Sulfonamide drugs do give an 
added factor of safety in dealing with 
appendical peritonitis but should be 
used as a supplement to, rather than 
a replacement of, surgical judgment. 
Localized inflammatory processes are 
best treated conservatively; there is 
no chemotherapeutic agent known 
which obviates the risk of a fulminat- 
ing generalized peritonitis when im- 
mediate operation and appendectomy 
are practiced routinely on this group 
of patients. 53 references. 16 figures. 


REFERENCES TO CURRENT ARTICLES 


Acute Appendicitis in Childhood. H. Wil- 
liam Scott, Jr., and Paul F. Ware, Bos- 
ton, Mass. Arch. Surg. 50:258-68, 
May 1945. (Report of a series of 506 
cases of acute appendicitis in children 
seen at the Children’s Hospital, Boston, 
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from 1939 to. 1944. Tables give ana- 
lytical data with regard to age, location 
of pain in relation to type, relation of 
type to temperature, site of maximal 
tenderness, location of site of maximal 
tenderness in relation to type, spasm of 
the rectus in simple and perforated ap- 
pendicitis, palpable mass, range of leuko- 
cyte count and differential count in sim- 
ple and perforated appendicitis. ‘The 
operative procedure indicated for various 
types and the management of complica- 
tions are discussed. The mortality rate 
in this series was 1.58 per cent. Im- 
provement in results of treatment of 
perforative appendicitis is due to use of 
the sulfonamide drugs, adequate pre- 
operative preparation, early appendec- 
tomy as soon as toxicity is reduced, a 
better standardized postoperative care 
including gastric suction, as well as the 
use of Fowler’s position and parenteral 
administration of fluids with addition of 
sulfadiazine in cases of perforation. In 
the last 3 years there were 236 cases 
treated, with’ no deaths. ) 

Obstructive Appendicitis. W. H. Bowen, 
Cambridge. Brit. J. Surg. 32:468-71, 
April 1945. (The incidence of ob- 
structive appendicitis is 13 to 14 per 
cent. Obstruction was found due to 
stercolith in more than half of the cases, 
to stenosis in 2.6 per cent, to kinks and 
bends in 10.5 per cent, and to spasm in 
31.5 per cent of cases. Fecal stagnation 
is evidently not a cause. Hard stercoliths 
may lead to perforation, while soft ster- 
coliths will cause obstruction. In the per- 
forating type, the primary infection starts 
near the region of the stercolith, where- 
as in obstruction it starts well beyond it. 
There is no distinct clinical picture. Op- 
eration is indicated as in any case of 
acute appendicitis. A green mottled ap- 


pendix in these cases does not necessarily 
indicate gangrene. ) 


Transverse Incision for Appendectomy. 


Sam D. Murray (Lt. Comdr., M.C., 
U.S.N.R.). Am. J. Surg. 168:344-47, 
June 1945. (It is emphasized that the 
little used transverse incision for appen- 
dectomy may be made rapidly with lit- 
tle damage to fascia, muscles, nerves or 
vessels. It affords excellent exposure 
and is easily enlarged if indicated. It is 
readily closed, even with the patient 
straining under a poor anesthetic. Fas- 
cial apposition with sutures transverse to 
the component fibers provides a firm re- 
pair. The cosmetic result is good.) 
[This incision has been routinely used 
by a number of surgeons for over forty 
years and is approved.—Ep. | 


Epiploic Appendicitis; a Cause of Left- 


Sided Abdominal Pain: Case Report. 
Robert A. Byberg and Conrad R. Lam, 
Detroit, Mich. Ann. Surg. 122:126-27, 
July 1945. (In the case reported, the 
chief symptom was abdominal pain lo- 
calizing in the left lower quadrant. 
There was marked tenderness in this 
area with muscle spasm, rebound ten- 
derness and cutaneous hyperesthesia, 
but no fever. At operation a markedly 
inflamed epiploic appendage was found 
attached to the sigmoid and by adhesions 
to neighboring structures. The attach- 
ment to the sigmoid was found to con- 
sist of a small pedicle; it was treated 
like the stump of an appendix by ligature 
and inversion when the appendage was 
removed. The correct diagnosis was not 
made preoperatively in this case, and in 
a review of the literature the authors 
find only 1 case of this type reported in 
which a correct preoperative diagnosis 
was made. The authors suggest that the 
appendices epiploicae may have more 
surgical significance than is generally 
recognized. 1() references. ) 
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Colon and Rectum 


TREATMENT OF CARCINOMA OF THE COLON 


FREDERICK A. CoLLeR and Herpertr H. VAUGHAN 


Univ. of Michigan Medical 


School, Ann Arbor, Mich. 


Ann. Surg. 121:395-408, April 1945 


In 173 cases of carcinoma of the 
colon treated between January 1, 
1940, and September 1, 1944, the le- 
sion was not resectable in 28 (16.2 per 
cent), and only palliative operations 
were done. The primary lesion was 
resected in 145 cases (83.8 per cent), 
but in 33 cases there were metastases 
in other organs beyond the reach of 
surgical excision, which rendered the 
operation only palliative; in 20 of 
these cases there were hepatic metas- 
tases and in 13 there was extensive 
peritoneal spread. In 112 cases in 
which resection was done, there was 
“hope for cure”; although lymph 
node involvement was undoubtedly 
present in many of these cases, exact 
studies of the extent of nodal metas- 
tases were not carried out in this 
series. 

The hospital mortality for the en- 
tire series of 173 cases was 7.5 per 
cent; the mortality in cases in which 
resection was done was 4.1 per cent. 
Four of these deaths occurred in cases 
in which ‘extensive resection of the 
transverse colon or splenic flexure 
with stomach and duodenum was done 
in the attempt to remove widespread 
carcinoma; 1 death resulted from a 
duodenal fistula following right colec- 
tomy; autopsy showed the presence of 
unremovable carcinoma. The chance 
of cure would have been very slight 
for these patients if they had survived 
the operation. Death was due to 
faulty technic in only 1 case (0.89 per 


cent ), in which the selection of opera- 
tive method was “injudicious.” 

In the treatment of the carcinomas 
of the colon in this series, resection 
with primary anastomosis was done 
whenever possible; the open method 
was used in 52 cases, the closed or 
aseptic method in 68 cases. In cases 
where open anastomosis was done, or 
where there has been gross soiling 
from the gastrointestinal tract, or in 
the closure of colostomies, delayed 
closing of the abdominal wound has 
been employed. For this, the peri- 
toneum and the fascia are closed in 
separate layers; gauze is placed 
contact with the subcutaneous tissues; 
it is removed in 48 hours and the 
wound approximated by tying the su- 
tures. In 71 cases in which this meth- 
od of delayed closure was employed, 
infection occurred in 6 cases (8.4 per 
cent) but was of minimal degree and 
did not result in dehiscence of the 
wound or delayed healing. 

In the closed or aseptic method of 
anastomosis the wound is closed pri- 
marily. For this type of anastomosis, 
clamps with a narrow blade are ap- 
plied at a right angle, unless there is a 
discrepancy in size of the lumen of 
the two segments. An inner suture of 
fine catgut is employed inserted by the 
Cushing right-angle method and an 
outer layer of silk mattress sutures. 
The bowel wall must have an ade- 
quate blood supply and is not dissect- 
ed from its appendages or mesentery. 








96 QUARTERLY REVIEW OF SURGERY 





The anastomosis is supported by peri- 
toneal flaps and the omentum when 
possible. Cecostomy or colostomy is 
indicated in obstructing lesions, and a 
complementary cecostomy was done 
in most instances; most of these cecos- 
tomies closed spontaneously after re- 
moval of the catheter. 

The transverse abdominal incision 
was used as a routine in these cases, 
varying the level of the incision ac- 
cording to the site of the lesion. With 
this incision, dehiscence of the wound 
has not occurred, and early rising is 
practiced in cases in which neither ob- 
struction nor infection is present, pa- 
tients getting out of bed the day after 
operation. 


Sulfa drugs have not been used lo- 
cally in any case in which operation 
was done since July 1940; these drugs 
have been given systemically only to 
patients with peritoneal, urinary or 
pulmonary infection. Sulfaguanidine 
and sulfasuxidine were given as a pre- 
operative measure in a few cases, not 
as a routine. This series of cases may, 
therefore, be used as a control in fu- 
ture evaluation of the value of chemo- 
therapy. 

[This study demonstrates emphatically 
the need of earlier diagnosis. Surgical 
treatment is technically satisfactory, but 
many patients come too late for hope of 
cure by this method of therapy, and there 
is no other available.-—Ep. | 


COMPLICATIONS IN THE SURGICAL TREATMENT OF 
CARCINOMA OF THE LARGE BOWEL 


W. Wayne Bascock and Harry E. Bacon 


Philadelphia, Pa. 
J.A.M.A. 128:73-77, May 12, 1945 


In 712 operations for colonic can- 
cer, such operative complications as 
atelectasis, pneumonia, parotitis, coro- 
nary occlusion, pulmonary thrombosis 
and phlebitis were infrequent. With 
spinal anesthesia associated with infu- 
sion or transfusion and oxygen inhala- 
tion, shock was rare. No serious anes- 
thetic or diabetic complication oc- 
curred. In cases of advanced peri- 
toneal involvement, the wound was 
closed with layer sutures of alloy steel 
wire. The patient is out of bed 2 or 3 
days after operation and returns home 
within a week. In patients with ad- 
vanced inoperable cancer a palliative 
one-stage resection of the diseased 
segment of bowel is done with end-to- 
end anastomosis, or a pull-through 
type of operation using a perineal out- 
let, utilizing the anal sphincters if 


possible. Many details of technic are 
discussed. Among them may be men- 
tioned the use of oblique muscle- 
splitting incisions as an aid in preven- 
tion of eventration. Wire sutures are 
used instead of catgut for abdominal 
closure. In postoperative infection, 
the wound is opened and gauze dress- 
ings wet with 1:500 to 1:1,000 bro- 
mine solution are applied. This is of 
value also in a spreading pyoderma 
and is an excellent deodorant. 

It is emphasized that increased op- 
erative difficulties and mortality re- 
sulted from stage procedures. Pre- 
ventive measures for septic peritonitis 
include preoperative oral administra- 
tion of succinylsulfathiazole or phtha- 
lylsulfathiazole and preoperative rec- 
tal irrigations and packing with gauze 
wet with germicides such as mercurial, 
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strong hypochlorite solutions or a 3.5 
er cent tincture of iodine. Danger 
of leakage is diminished by applying 
traction to peritoneal folds or mesen- 
teric folds beyond the growth rather 
than to the adjacent bowel. Free 
drainage helps to prevent peritonitis. 

As a rule the authors prefer a sim- 
ple appendicostomy or cecostomy to 
relieve obstruction of the left colon 
or to complement resection of the 
bowel. If the appendix is absent or 
stenosed, a cone of cecum is pulled 
through the stab wound and anchored. 
In the pull-through operation, a func- 
tional anal orifice is desirable. The 
importance of adequate blood supply 
to the sigmoid is stressed: The 
sphincters always should be divided 
on one side and the sigmoid should 
lie loosely in the anal canal. The au- 
thors allow the sigmoid to project 
from 6 to 9 cm. through the perineal 
opening, tying a rectal tube into the 
projecting sigmoid. The rectal mu- 
cosa is divided just above the sphinc- 
ters, the withdrawn sigmoid placed in 
the split anal ring, and the deep pelvic 
floor and skin closed very loosely 
about the bowel with deep and super- 
ficial wire sutures. A sump drain is 
inserted through the abdominal inci- 
sion or a stab wound in the pelvic 
floor, with continuous day and night 
aspiration. 

Complications of the Mikulicz, 
Block or Paul operation are discussed. 
In appendicitis complicating operation 
for carcinoma of the large bowel, sim- 
ple appendicostomy is done, pulling 
the appendix and mesoappendix 
through a small stab wound at Mc- 
Burney’s point. Gallstones should be 
removed to prevent attacks during 
convalescence. Eighty-five per cent of 


patients need to empty the colon by 
irrigation or quickly acting saline ca- 
thartic every second or third day. 

The adoption of radical excision in- 
stead of colostomy for patients with 
advanced secondary lesions from can- 
cer of the large bowel has increased 
the rate of operability to over 96 per 
cent and also the mortality from re- 
section, but is considered well worth 
while. In the last 250 cases 16 (6.3 
per cent) were considered inoperable. 
In the last 150 cases 5 were consid- 
ered inoperable; 96.7 per cent had 
radical operations. Sixteen (10.6 per 
cent) died in the hospital. Deducting 
11 with far advanced or ineradicable 
disease, the mortality was 3.6 per cent. 
Of the last consecutive 45 patients all 
had succinylsulfathiazole; 44 had 
radical resections with 1 death (2.2 
per cent ), a patient with advanced car- 
cinoma of the liver who had an ab- 
dominal end-to-end anastomosis 5 cm. 
above the sphincters. 

There were 24 end-to-end aseptic 
resections over a single clamp, 13 ab- 
dominoperineal resections with reten- 
tion of a functional anus, 3 perineal 
resections for cancer of the anus, and 
3 eliminations of a colostomy left by 
other surgeons. No Mikulicz opera- 
tion or colostomy was performed. 
The tendency therefore is toward a 
wider use of end-to-end resection, the 
preservation of the uninvolved anus 
and the elimination of the Mikulicz 
operation except when serious peri- 
toneal contamination renders a rapid 
termination of the intra-abdominal 
procedure desirable. In the past 480 
operations there were 78 Mikulicz re- 
sections with 14 deaths, or a mortality 
of 17.9 per cent, largely the result of 
serious complications. 
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WOUNDS OF THE COLON 


C. Newron Moraan (Brigadier, Persia Iraq Force ) 
Brit. J. Surg. 32:337-45, Jan. 1945 


In a series of 128 wounds of the 
colon (122 cases), there was concomi- 
tant injury of other abdominal organs 
in 42 per cent; the small intestine 
was the organ most frequently injured 
concomitantly (31 per cent). Of 28 
cases in this series in which there was 
severe shock requiring preoperative 
blood transfusion, there was intraperi- 
toneal or extensive extraperitoneal 
hemorrhage in 25 cases; in 3 cases 
shock was due to other associated in- 
juries. In uncomplicated penetrating 
wounds of the abdomen, therefore, 
shock may be regarded as indicating 
internal hemorrhage. 

Extraperitonealization of the dam- 
aged area of the colon was done in 
74 cases, including 3 nonpenetrating 
wounds. There were 8 deaths from 
hemorrhage or shock and multiple in- 
juries within 48 hours; 1 death from 
peritonitis on the sixth day, and 1 
death from pneumonia on the ninth 
day. In 3 cases in which retroperi- 
toneal abscess developed, there was 
also 1 death from low grade peritoni- 
tis (eighteenth day). There were 2 
deaths in the seventh week. In 4 cases 
in which intestinal obstruction oc- 
curred, there were 3 deaths, but 1 of 
these deaths was due to pyemia, and 1 
to a reaction following blood trans- 
fusion. Suture and proximal colos- 





tomy or cecostomy were done in 17 
cases, 5 with nonpenetrating injuries. 
Of the 12 patients with penetrating 
injuries, 2 died within 48 hours; | 
died in 24 hours (subphrenic abscess) 
and 1 died in 3 weeks from infection 
of the abdominal wall. Suture with 
or without drainage was done in 23 
cases, including 5 nonpenetrating 
wounds. Of the 18 patients with pen- 
etrating wounds, 3 died within 48 
hours, 1 died on the seventeenth day 
with subphrenic abscess and | with in- 
fection of the abdominal wall, and 
“recurrent burst abdomen.” Colec- 
tomy was done in 2 cases for exten- 
sive injuries of the ascending and de- 
scending colon; both patients died. 
Drainage only was done in 5 cases, 
with | death. 

Closure of the colostomy was done 
in 28 cases, in most cases by means of 
an enterotome, followed by extraperi- 
toneal mobilization and suture. In 14 
cases sulfasuxidine (20 gm. in 24 
hours) was used preoperatively and 
postoperatively, and when sulfasuxi- 
dine was not available, sulfaguanidine 
(3% gm.) and sulfathiazole (1 gm.) 
were given every 4 hours for 4 days 
before operation. There were no com- 
plications and only very little wound 
infection; all wounds healed in 10 
days. 
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SURGERY IN RELATION TO CHRONIC NONSPECIFIC 
ULCERATIVE COLITIS, EXPERIENCE AT THE 
UNIVERSITY OF MINNESOTA HOSPITALS 
CLARENCE DENNIs 


Univ. of Minnesota Hospital and School of Medicine, St. Paul, Minn. 
Minnesota Med. 28:228-31, March 1945 


There is a wide difference of opin- 
jon as to the necessity of surgical 
treatment in ulcerative colitis. In any 
case severe enough to require surgery, 
an ileostomy should be done first and 
no further procedure should be un- 
dertaken until after a period of 
months or even years. The indica- 
tions for ileostomy, according to re- 
cent surgical opinion, are: 1) Emer- 
gency indications: uncontrollable 
hemorrhage, acute ulcerative colitis 
with profound toxemia (fulminating 
type), impending perforation, ob- 
struction; 2) Elective indications: 
chronic ulcerative colitis not respond- 
ing to medical treatment; segmental 
ulcerative colitis; very early ulcera- 
tive colitis; polyposis, including cases 
with possible malignancy. Colectomy 
is considered by most surgeons to be 
indicated if two “bouts” of acute coli- 
tis occur, or if pronounced drainage 
continues for more than a few months 
after ileostomy. Colectomy, in addi- 
tion to ileostomy, is indicated in pseu- 
dopolyposis, because this lesion is pre- 
cancerous. The last 12 cm. of the rec- 
tum, which can be inspected with the 
proctoscope, may be saved, so that if 
healing occurs later an ileoproctos- 
tomy may be done. In some cases, 
reconstitution of the “normal fecal 
pathway” is possible at varying inter- 
vals after ileostomy. This may be 
done either by simple closure of the 
ileostomy or by anastomosis of the 
end of the ileum to the lower sigmoid 
or upper rectum, and removal of the 
intervening bowel. Such procedures 





are indicated only if there is complete 
healing of the bowel from the site of 
the anastomosis to the anus. If the 
ileostomy is to be closed without re- 
currence of symptoms of colitis, the 
operation must be done very early in 
the disease. 

At the University of Minnesota 
Hospitals, 82 patients with ulcerative 
colitis have been treated in the 10 
years ending January 1, 1944. Only 
25 of these patients were treated sur- 
gically; 3 of these patients have died, 
2 postoperatively and 1 later, a mor- 
tality of 12 per cent. Lleostomy was 
done in 20 cases, colostomy in 1 case 
(this patient died due to “improper 
surgery”) ; segmental resection in 1 
case; primary colectomy and _ileo- 
proctostomy in 2 cases; and primary 
total colectomy and “pull-through” 
in 1 case (postoperative death). In 
the earlier cases of ileostomy, in which 
the ileostomy was made in the inci- 
sion, there was considerable erosion 
of the wound in many instances. In 
the last year and a half, the proximal 
end of the ileum has been brought out 
through a stab wound apart from the 
main incision, and the distal end 
closed and returned to the abdomen. 
The ileostomy is also protected with 
rubber dam and cement (Koenig 
ileostomy bag). Since this technic has 
been used, only “the most insignifi- 
cant” erosion has occurred in any case. 
In 6 cases colectomy including the rec- 
tum was done after ileostomy, with 
good results in 4 cases; colectomy 
leaving the rectum was done in 2 cases 
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after ileostomy, with good results in 
both cases; colectomy and anastomosis 
to sigmoid or rectum was done in 2 
cases after ileostomy, with good re- 
sults in 1 case and fair results in 1 
case. 

On the basis of these results, the 
author concludes that ileostomy is the 
operation of choice in ulcerative coli- 
tis; no other procedure gives such 
good results without a subsequent 
operation. This puts the colon at rest 
for months or years and permits the 


inflammatory process in the rectum or 
sigmoid to subside before colectomy is 
done, if indicated, and anastomosis of 
the ileum to the pelvic colon at- 
tempted. In most patients with ad- 
vanced disease, re-anastomosis will 
not be possible. If the proper technic 
of ileostomy is used, however, the 
artificial anus causes little difficulty 
for most patients. If ileostomy is done 
very early in ulcerative colitis, clo- 
sure of the ileostomy later may be 
possible in most cases. 


TRAUMATIC INJURIES OF THE RECTUM 


Pau C. BLAIspDELL 


Pasadena, Calif. 
J.A.M.A. 59:559-63, June 23, 1945 


The perineal complications of rectal 
injuries spring primarily from the 
tendency of such wounds to be fis- 
tulous. A flat wound is least likely 
to become fistulous. Mismanagement 
by the use of sutures may lead to the 
formation of fistulas either totally in- 
curable, or necessitating at best far 
greater mutilation for cure than mere 
re-creation of the original wound. 

While wounds may resolve direct- 
ly and imperceptibly into chronic fis- 
tulas, acute and fulminating abscesses 
are a frequent intermediary stage be- 
tween either a closed or a bridged 
wound and the final chronic fistula. 
Aggressively active measures are usu- 
ally necessary to counteract a sort of 
collapsed status of the tissues in the 
area. Wounds should be converted 
to as nearly as possible flat, or “sau- 
cerized” forms, if need be through 
sacrifice of normal tissue. The latter 
may be minimized by persistent post- 
operative manual separation of the 
wound ‘edges and/or by extended 
gauze packing, their necessity increas- 


ing in direct proportion to operative 
conservatism. The restrictions to 
saucerization in the ischiorectal fossa 
are imposed by its walls. The pos- 
terior wall is not as restrictive; being 
composed largely of fat, it can be gen- 
erously removed. 

Both constrictive and _ splinting 
forces and constraints incline to main- 
tain coaptation of the severed ends of 
the anal sphincter. The site of sev- 
erance, particularly, must be watched 
for bridging. Union of the ends is 
the most facile contribution toward 
bridging, which immediately implies 
(1) more radical treatment and ex- 
pert management of the rest of the 
wound, to prevent it too from resolv- 
ing into a fistula, and (2) later sever- 
ance of the union on the principle of 
a two-stage fistulectomy. A vaginal 
approach would seem more wholly 
consonant with logical principle. The 
injured sphincter should be left alone, 
taking full advantage of its capacity 
for spontaneous recovery. Later, cir- 
cumstances for controlled interven- 
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tion, if necessary, may be far more 
propitious and afford wider choice of 
operative procedure. 

Colostomy has been advocated to 
minimize the danger of infection, but 
the sole obstacle to sound healing is 
restriction of adequate saucerization. 

With regard to incision of the in- 
termediary abscess, proper timing 
will minimize the progressive extent 
and offers a choice as to the site of 
incision. Incision is advised in the 
common perianal abscess of anal, as 
distinguished from rectal, origin. 
Four consecutive cases of traumatic 
injury of the rectum, with 3 illustrat- 
ing points of mismanagement, are de- 
scribed. 

In the first case, instead of suture 


of the rectum, intrarectal sauceriza- 
tion should have been attempted. In 
the second case, the patient was forced 
to repeat surgery and weeks of con- 
valescence because of mismanage- 
ment. Simply leaving the wound 
open was not sufficient to preclude fis- 
tula formation, additional sauceriza- 
tion being indicated. Suture of the 
muscle increased the likelihood of a 
fistula, and served no useful purpose. 
If sutures hold, abscesses or fistulas 
and reoperation usually result, as il- 
lustrated in the first two cases. If in- 
effective, as in the third case, they 
are also worse than useless, occasion- 
ing at best unnecessary surgery and 
delayed convalescence. 5 references. 
6 figures. 


SUCCINYLSULFATHIAZOLE AND PHTHALYLSULFATHIA- 
ZOLE IN SURGERY OF THE COLON 


Epcar J. Poru 


Galveston, Texas 
Surgery 17:773-80, June 1945 


The author attempts to delineate 
the relative values of sulfasuxidine 
and sulfathalidine as agents in pre- 
paring the colon for operation. Fol- 
lowing general rules for the preop- 
erative preparation of the colon, the 
author describes the use of the sul- 
fonamides. 

In preoperative preparation, sulfa- 
suxidine, 3.0 gm., is given orally 
every 4 hours for at least 7 days, if 
no observations are made on the coli- 
form content of the feces. If the colli- 
form count is followed by the streak 
technic, the drug is given until the 
number of coliform colonies on the 
streaked plate is less than twenty. In 
the presence of a watery diarrhea, 3.0 
gm. of sulfathalidine every 4 hours 
should be substituted for the sulfa- 
suxidine. Should the diarrhea stop, 


the dosage is reduced to 1.5 gm. sul- 
fathalidine. If an enema is given on 
the evening preceding operation, it 
should consist of sterile tap water, 
containing 10.0 gm. of sodium bicar- 
bonate, and 6.0 gm. of sulfasuxidine 
powder to the liter, and should be ad- 
ministered as a high colonic flush, in 
sufficient quantity to ensure complete 
evacuation. Sulfasuxidine is slightly 
irritating to the mucous membrane 
and causes increased secretion of mu- 
cus with 3 or 4 small bowel move- 
ments daily. 

In preoperative preparation, sulfa- 
thalidine, 1.5 gm., is given orally 
every 4 hours for at least 7 days, if 
the coliform count is not observed. If 
this count is observed with the simpli- 
fied streak technic, treatment is con- 
tinued until the number of coliform 
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colonies on the streaked plate is less 
than twenty. Sulfathalidine is not as 
efficient as sulfasuxidine in cleansing 
the bowel, because it does not render 
the feces as fluid. Mild purgation 
will usually be needed in conjunction 
with administration of phthalylsulfa- 
thiazole. The patient should have at 
least 1 bowel movement daily. 

It is not universally agreed that 
sulfasuxidine is the drug of choice for 
preoperative preparation of the colon 
and would certainly not be so in the 
presence of a watery diarrhea, or if 
enemas and purges are administered. 
Whichever drug is superior will be 
determined by the entire preoperative 
management and must be fitted into 
the routine of the individual physi- 
cian. Sulfathalidine is preferred by 
many because its greater antibacterial 
activity permits the use of purgatives 
and enemas. 

The present writer avoided the use 
of any additional procedure and un- 
der these conditions succinylsul fathia- 
zole was considered to be superior. In 
the event of an untoward reaction the 
blood level should be determined. 

There may be little indication for 
the postoperative use of these locally 
active sulfonamides, as for instance 
when a colostomy is done. If bowel 
suture is performed, however, and the 
involved segment retained in the peri- 


toneal cavity, the bacterial flora 
should be controlled for 12 days 
postoperatively, so as to pass the pe- 
riod when leakage may occur at the 
suture line. During the first 24-hour 
postoperative period, continuous gas- 
tric suction is used. The patient can 
then usually tolerate water of room 
temperature in 30 cc. quantities, at 
hourly intervals, and 1.5 gm. of 
phthalylsulfathiazole every 4 hours. 
It is best to give a single 0.5 gm 
tablet on 3 occasions during the 4- 
hour interval rather than to give the 
entire amount in a single dose. The 
drug is tolerated surprisingly well. 
During the postoperative period, sul- 
fathalidine is the drug of choice. 

Evidence from the past 4 years in- 
dicates that succinylsulfathiazole and 
phthalylsulfathiazole in adequate 
doses are bacteriostatic agents modify- 
ing the bacterial flora of the bowel. 
They provide a satisfactory mechani- 
cal preoperative preparation of the 
bowel, while the patient is maintained 
on an adequate protein and carbohy- 
drate diet. Postoperative morbidity 
studies indicate that these drugs, when 
properly used in the preoperative and 
postoperative surgical periods, will act 
as aids, lower the operative mortality, 
and make an occasional procedure 
possible which might otherwise not 
be feasible. 33 references. 


PROBLEMS IN THE SURGICAL TREATMENT OF 
CONGENITAL MEGACOLON 
Raw ey M. PENIck, JR. 


New Orleans, La. 
J.A.M.A. 128:423-26, June 9, 1945 


The results in 11 patients on whom 
left lumbar sympathectomy was per- 
formed by the surgical staff at Tulane 
University School of Medicine and 
the Ochsner Clinic have been com- 


pared with results following this and 
other types of therapy previously re- 
ported. Likewise, a plan of manage- 
ment in such cases is suggested. 

In conjunction with this study all 
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cases in which a diagnosis of mega- 
colon or questionable megacolon seen 
at 2 large general hospitals in New 
Orleans during the past 10 years were 
reviewed. About 30 of these were 
found. In most instances the diag- 
nosis was not established, although 
frequently there was radiographic 
evidence of colonic dilatation and the 
clinical findings were often confirma- 
tory. Usually a few days of conserva- 
tive treatment in the hospital sufficed. 
The subsequent course of these pa- 


. tients was not known, but it is signifi- 


cant that only | or 2 were readmitted 
to either hospital for a similar com- 
plaint. This would suggest that there 
exist mild forms of the disease which 
require special treatment only when 
unusual impaction occurs. On the 
other hand, the condition of the 11 
patients treated by sympathectomy 
fulfilled all the criteria to support a 
diagnosis of congenital megacolon in 
its severe form. Operation was not 
performed if there was any doubt as 
to the nature of the disease or if it 
was thought that medical manage- 
ment would prove satisfactory. 

Some plan of management is de- 
sirable and will prove useful even 
though it is necessarily tentative. The 
following seems logical in light of the 
present information: The diagnosis, 
of course, should be supported by ade- 
quate observation and study of the 
patient. A therapeutic test with 
acetylcholine or a spinal anesthetic 
should be carried out in each case and 
surgical intervention should not be 





contemplated until medical manage- 
ment, utilizing the sympathetic stimu- 
lants, has had a trial of 8 to 10 weeks. 
Rarely, emergency operations might 
be indicated. It is inadvisable to sub- 
ject any patient less than 2% years of 
age to any surgical procedure unless it 
is a life-saving measure. Conservative 
management, even though not entire- 
ly satisfactory, is the treatment of 
choice in infants. 

If, then, the medical regimen does 
not prove highly satisfactory and the 
age of 3 has been reached, left lum- 
bar sympathectomy is indicated, par- 
ticularly if spinal anesthesia produces 
a copious bowel movement. Should 
this fail, one has to decide whether 
the right lumbar chain is to be re- 
moved or the splanchnics on the right. 
These operations can be done in 
stages. Failure to gain any improve- 
ment after left lumbar ganglionec- 
tomy might be considered as evidence 
that further sympathetic surgical mea- 
sures are contraindicated but some im- 
provement would warrant bilateral 
operation. Certainly, if no improve- 
ment followed bilateral ganglionec- 
tomy, one would hesitate to do more. 
In the author’s estimation, intestinal 
resection should be resorted to only 
after medical management and sym- 
pathetic surgical measures have failed. 
Discussion by Dr. J. Arnold Bargen, 
Rochester, Minn., Dr. Reginald H 
Smithwick, Boston, Mass., Dr. K. S. 
Grimson, Durham, N. C., and Dr. 
Arthur W. Allen, Boston, Mass. 9 


references. 
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LYMPHOSARCOMA OF THE BOWEL IN CHILDHOOD 


Georce D. Cur er, Ricnarp B. Srark and H. WiiiiaM Scorr, Jr. 


Harvard Medical School and Children’s Hospital, Boston, Mass. 
New England J. Med. 232:665-70, June 7, 1945 


Primary neoplasms of the intestines 
are rare in children; except for ade- 
nomatous polyps, intestinal tumors in 
childhood are usually sarcomas, espe- 
cially lymphosarcoma. 

In a study of malignant tumors in 
children observed in a 10-year period 
at the Children’s Hospital, Boston, 5 
cases of primary tumors of the intes- 
tine were found. The ages of these 
patients ranged from 4 months to 7 
years; all were boys. In the youngest 
patient, the classical symptoms of 
acute intussusception indicated opera- 
tion; the intussusception was of the 
ileo-ileal type, the “leading point” of 
which was an intramural lymphosar- 
coma. Two of the older patients had 
increasing constipation for 4 and 3 
months respectively, with resulting 
fecal impaction; 1 of these patients 
developed acute intestinal obstruction 
after admission to the hospital, and 
was found to have ileocolic intussus- 
ception with a lymphosarcoma of the 
terminal ileum. The other patient 
had a chronic colocolic intussusception 


with lymphosarcoma of the cecum 
and ascending colon. In 1 case, the 
only symptom was a palpable irregu- 
lar abdominal mass in the lower right 
quadrant; the tumor was found to be 
a lymphosarcoma of the ascending 
colon. In 1 case the chief symptom 
was the passage of bloody stools; the 
tumor was a reticulum-cell sarcoma 
of the rectum. 

In 2 of these cases laparotomy with 
successful resection of the tumor was 
found to be impossible, and only a 
biopsy specimen was taken. In the 
other 3 cases radical resection was 
done and in 2 of these postoperative 
x-ray therapy was given. All but 1 of 
these patients have died; 2 patients 
showed terminal lymphatic leukemia. 
The surviving patient is well 15 
months after operation; the tumor in 
this case was reticulum-cell sarcoma 
of the rectum; abdominoperineal re- 
section was done and postoperative 
roentgen-ray therapy was given. The 
5 cases are reported in detail. 13 ref- 
erences. 1 table. 6 figures. 


SUBTOTAL COLECTOMY 


HucGcu DevINE 


Melbourne, 


Australia 


Australian & New Zealand J. Surg. 14:219-30, April 1945 


Total colectomy, 1.e., removal of 
the colon to the recto-sigmoid junc- 
tion, is the only operation that offers a 
reasonable chance of surgical cure in 
intractable or fulminating ulcerative 
colitis, multiple polyposis, Hirsch- 
sprung’s disease or megalocolon. This 
operation removes a large part of the 


diseased tissue and makes it possible 
to deal with the diseased area in the 
rectum by other methods. The mor- 
tality rate of total colectomy, how- 
ever, has been unduly high. The au- 
thor has devised an operation for “al- 
most total colectomy,” a subtotal co- 
lectomy in which the lower 3 or 4 
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inches of the sigmoid — enough to 
reach the pubis—are not removed, 
and are used as an isthmus to connect 
the ileum to the rectum. The spur 
and enterotome method is used for 
this anastomosis, avoiding the danger 
of peritonitis, which arises from su- 
tures in infected tissues. The technic 
of this operation was described in 
Surg., Gynec. &F Obst., Feb. 1943. 
The author reports 3 cases in which 
this operation has been successfully 
employed. The first case was one of 
fulminating ulcerative colitis. The 
second case was one of multiple poly- 
posis of the colon and rectum; in this 
case a longer portion of the lower part 
of the sigmoid was preserved as the 
lower part of the sigmoid could be 
cleared of polypi with the sigmoido- 
scope. The third case was one of 
Hirschsprung’s disease, in which a 
satisfactory permanent result was ob- 
tained. 1 reference. 12 figures. 


REFERENCES TO CURRENT ARTICLES 


Volvulus of Caecum with Reversed Rota- 
tion of Mid-Gut. Norman G. Godfrey, 
Manchester, England. Brit. M. J. 1: 
911, June 30, 1945. (In the case re- 
ported, the patient was admitted to the 
hospital 24 hours after the onset of colicky 
abdominal pains; no feces or flatus had 
been passed and there was increasing 
abdominal distention and vomiting. At 
operation a volvulus of the cecum, first 
part of the ascending colon and lower 
ileum was found; the volvulus showed 
two turns about its axis. The volvulus 
was untwisted; the cecum and ascend- 
ing colon were mobile with a definite 
mesentery. “The transverse colon dis- 
appeared underneath the mesentery of 
the small intestine just distal to the he- 
patic flexure and reappeared on the left 
side. An ileostomy was done to drain 
the cecum, the tube being removed a 
week after operation. The patient was 


discharged 3 weeks after operation with 
the ileostomy closed.) 


Carcinoma of the Large Bowel: a Review 
of Cases Treated by the Pfeiffer Surgi- 
cal Clinic over a Five-Year Period— 
1939 to 1943 Inclusive. Damon B. 
Pfeiffer and J. Walter Levering, Phila- 
delphia, Pa. Clinics 4:27-35, June 
1945. (Reports 179 cases of carcinoma 
of the large bowel. The most apparent 
symptom of carcinoma of the right por- 
tion of the bowel in this series was ane- 
mia of the secondary type; some of these 
patients had noted “a hump” in the 
lower right quadrant and some com- 
plained of digestive symptoms similar to 
those of peptic ulcer. The chief symp- 
toms of carcinoma of the left colon were 
varying degrees of obstruction and gross 
hemorrhage, usually with change of 
bowel habits. In 108 cases of the series 
reported the lesion was in the rectum or 
sigmoid, and in most of these cases it 
could have been discovered by routine 
examination with the finger or procto- 
scope. Of the 179 cases, 164 were 
operated on; in 11 cases only an ex- 
ploratory operation was done; colostomy 
was done in 35 cases either alone or 
combined with exploratory resection [28 
cases]. In 106 cases some type of resec- 
tion was done; the postoperative mor- 
tality was 16.9 per cent in this group. 
In 36 favorable cases with no metas- 
tases or perforations, the operative mor- 
tality was only 5.5 per cent. The chief 
causes of postoperative deaths were peri- 
tonitis and wound infection. 6 tables.) 


Prolapse of the Rectum in Women. Har- 
old Chapple, London, England. Brit. 
M. J. 1:661-62, May 12, 1945. 


Gangrene of the Rectum as a Complica- 
tion of an Enema. M. Bendit, London, 
England. Brit. M. J. 1:664, May 12, 
1945. (Reports a case in which gan- 
grene of the rectum followed a soap- 
and-water enema given by means of a 
Higginson syringe. Proctoscopic exam- 
ination showed the gangrenous area; bi- 
opsy above the slough showed a poly- 
poid mucosa without malignancy. A 
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Further 





polypoid mucosa is easily damaged, prob- 
ably accounting for occurrence of gan- 
grene in this case. The patient was 
treated with sulfathiazole by mouth and 
antitoxin and made a good recovery. In 
other cases of this type reported, treated 
surgically, usually by colostomy or cecos- 
tomy, the percentage of fatalities has 
been high. 5 references.) [The possi- 
bility that something other than soap and 
water was used in this case is to be con- 
sidered. One lesson to be learned from 
this case report is that enemas may be 
harmful; their use should be cut down 
in many institutions.—Eb. | 


Experiences with the Surgical 
Treatment of Intractable Ulcerative 
Colitis. John H. Garlock, New York, 
N. Y. New York State I. Med. 45 
1309-12, June 15, 1945. (In 68 cases 
of intractable ulcerative colitis in which 
operation has been done, a primary ileos- 
tomy was done in 38 instances with 6 
postoperative deaths. Of the remaining 
32 cases, a subtotal colectomy followed 
hy abdominoperineal resection of the rec- 
tum was done in 5 cases; all these pa- 
A subtotal 
colectomy without removal of the sig- 
moid and rectum was done in 21 cases; 
there were 4 deaths in this group. In 
6 of the surviving patients the ileostomy 
loop has been taken down and anas- 
tomosed to the rectum; 3 of these pa- 
tients are living and well. A similar res- 
toration of intestinal continuity is planned 
for 6 other patients. Primary transverse 
colectomies were done in 6 patients; | 
of these patients died. In 13 patients the 
primary operation was _ ileoproctostomy 


tients are living and well. 


or ileosigmoidostomy to exclude the dis- 
eased colon, followed by one-stage total 
colectomy; 1 of these patients died 3 
years later of intestinal obstruction due 
to a band. In the remaining patients in 
this series with segmental colitis, the op- 
erations varied according 
of the colon involved. ) 

Modification of an Old and Simple 
Method of Treating Rectal Prolapse. 
George Van S. Smith, Brookline, Mass. 


to the portion 


New England J. Med. 232:495-97, 
May 3, 1945. (Describes a modification 
of the old method of compression ampu- 
tation for rectal prol: apse, employing or- 
dinary garden hose in which a groove 
has been cut. Succinylsulfathiazole was 
given pre- and postoperatively in the last 
2 cases. Five cases are reported in which 
this procedure was employed wom- 
en; only 1 patient has shown a recur- 
rence. Postoperative follow-up varies 
from 1 year and 9 months to 4 years 
and 11 months. From a review of the 
literature, the author finds that surgical 
amputation has so far given the best re- 
sults in rectal prolapse, but he considers 
that compression amputation should be 


“just as effective.” 15 references. ) 


Transverse Emergency Colostomy for Oc- 


clusion Due to Cancer of the Sigmoid 
Colon (Colostomia transversa de urgen- 
cia, en una oclusién por cancer de colon 
sigmoidea). Pedro Esperne, Buenos 
Aires. Prensa med. argent. 32:561-68, 
March 30, 1945. (The technic of this 
emergency transverse colostomy is de- 
scribed in detail with schematic draw- 
ings. In the case reported, the patient 
had suffered from complete obstruction 
for nearly 48 hours. This method is be- 
lieved to be superior to cecostomy, be- 
cause, following the latter, the post- 
operative crisis falls at a most critical 
time for the patient. Transverse emer- 
gency colostomy is indicated in cases of 
complete obstruction of the distal colon 
located in one of the segments leading 
from the splenic angle toward the anal 
canal. Localization must be precise as 
well as roentgen ray localization of the 
transverse colon. The anatomic and 
physiologic advantages of the method 
are listed. Sulfonamide was applied to 
the peritoneum. ) 


Carcinoma of the Colon: Producing Acute 


Intestinal Obstruction During Preg- 
sca William F. Finn and Jere W. 
Lord, Jr.. New York, N. Y. Surg., 


Gynec. & Obst. 80:545-48, May 1945. 
(Report of the only known nonfatal case 
of acute intestinal obstruction due to 
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carcinoma of the colon during preg- 
nancy. Recovery was attributed to the 
fact that obstruction was the manifesta- 
tion of carcinoma at a time when it was 
in an operable stage, and to a multiple 
stage operation, i.e., preliminary trans- 
verse colostomy, followed by resection of 
the lesion and subsequent closure of the 
colostomy. Aseptic anastomosis was per- 
formed and sulfonamides were used lib- 
erally before, during and after opera- 
tion. ) 


Perforation of the Rectosigmoid. Louis 


Rene Kaufman, Sabato Serpico, and 
Henry J. Mosig, New York, N. Y. 
Surgery 17: 337-42, March 1945. (A 
report of 3 cases of traumatic perfora- 
tion of the rectosigmoid, one produced 
by a rectal biopsy, one by administration 
of a high colonic irrigation and the third 
by administration of an enema. All pa- 
tients were operated upon; 2 recovered 
and one died. It is emphasized that sig- 
moidoscopy even in trained hands is not 
without danger. The fact that a simple 
enema or colonic irrigation may result 
in perforation has to be considered in 
differential diagnosis of the acute ab- 
domen. ) 


A Review of the Surgical Treatment of 


Chronic Ulcerative Colitis. R. S$. Cor- 
bett. Proc. Roy. Soc. Med. 38:277-90, 
April 1945. (From a review of the 
methods employed for the surgical treat- 
ment of chronic ulcerative colitis, the 
author concludes that operation is indi- 
cated in only about 15 per cent, and 
rarely early in the disease. Operation is 
indicated chiefly in cases in which the dis- 
ease is progressive or recurrent in spite 
of adequate medical treatment, or in 
which complications develop, sometimes 
in the fulminating type of the disease. 
The operation that gives the best results 
is ileostomy; in some cases colectomy is 
indicated at a later date. “The author 
reports 11 cases in which ileostomy was 
done since 1936; 4 of these patients died 
within 6 months, | within a year; 6 are 
living and well for 4 to 8 years. In 
most cases, the author believes, the ileos- 


tomy cannot be closed without endan- 
gering the patient’s life. “The method of 
ileostomy employed is briefly described. 
4() references. 13 figures.) 


Surgical Experiences with Ulcerative Coli- 


tis. Henry W. Cave, New York, N. Y. 
S. Clin. North America, New York No., 
301-306, April 1945. (The operation 
for intractable ulcerative colitis is per- 
formed in 3 stages, namely, ileostomy, 
subtotal colectomy and removal of the 
lower sigmoid and rectum. In this 
series of 92 patients, the operative mor- 
tality was 19.5 per cent, including 8 
deaths in patients operated upon in the 
acute, fulminating phase of the disease. 
Subtotal colectomy should be performed 
within 6 months after ileostomy. There 
is marked gain in weight following ileos- 
tomy. Minute instructions must be given 
to each patient regarding care of the 
ileal stoma. In 10 per cent of the pa- 
tients good results were obtained when 
the disease was limited to the right colon 
by end-to-side ileosigmoidostomy with 
subsequent resection of the diseased part. 
The rectum should not be removed un- 
less there is rectal bleeding following 
ileostomy and subtotal colectomy. Earli- 
er ileostomy will reduce morbidity and 
mortality. ) 


Multiple Primary Malignant Neoplasms of 


the Rectum and Sigmoid Colon: Report 
of Five Additional Cases. Harry E. 
Bacon and Orville C. Gass, Philadel- 
phia, Pa. Am. J. Surg. 68:240-49, 
May 1945. (The authors, in 1939, re- 
ported 7 cases of multiple primary ma- 
lignant tumors occurring in the rectum 
and sigmoid and other parts of the body, 
and 3 contact growths. They now pre- 
sent 5 additional cases encountered in the 
ensuing 5-year period. ‘Tables show the 
number of cases reported in the litera- 
ture of double malignancy in the anus, 
sigmoid colon and rectum, cases of 3 or 
more malignant neoplasms, dual malig- 
nancies of the gastrointestinal tract, mul- 
tiple malignancy of the lower intestinal 
tract and genito-urinary system, sarcoma 
and carcinoma in different systems and 
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miscellaneous, cases. ‘The rate of report- 
ed cases is 8.8 per year. Evidently one 
malignancy does not confer immunity 
against another. ‘The possibility of mul- 
tiple neoplasms should be kept in mind.) 


Colon Surgery and the Sulfonamide Drugs: 
With Especial Reference to the Elimina- 
tion of the Mikulicz Operation. Moses 
Behrend, Philadelphia, Pa. J. A. M. A. 
128:9-12, May 5, 1945. (The author 
describes his experiences with the use of 
the sulfonamides in colon surgery since 
1939. The drug of choice in his esti- 
mation is succinylsulfathiazole, given in 
doses of 0.25 gm. per kg. of body weight 
for at least a week before operation. 
This does away with the need for colonic 


irrigations and also renders the use of the 
various aseptic procedures in anastomosis 
of colon to colon unnecessary. A low 
residue diet may be given. It has also 
rendered a one-stage operation feasible. 
The technic of the one-stage operation 
is described. Unless obstruction is pres- 
ent there is no necessity for a two-stage 
operation. A one-stage ileocolostomy is 
preferable to the Mikulicz procedure for 
cancer of the cecum and ascending colon, 
and also for carcinoma of the rectum. 
The author had no deaths in 24 succes- 
sive colon operations. The sulfonamides 
have reduced the number of cases of 
peritonitis and infection. Succinylsulfa- 
thiazole can be given in large doses with- 
out toxic effects. ) 


33. Intestinal Obstruction 


REFERENCES TO CURRENT ARTICLES 
Acute Intestinal Obstruction Due to Dried 


Fruit: a Report of ‘Two Cases. Alex- 
ander Lyall, Greenock, Scotland. Brit. 
M. J. 1:734, May 26, 1945. (Reports 
2 cases of intestinal obstruction due to 
dried fruit. In 1 case the patient had 
eaten rapidly an excessively large amount 
of cooked dried.fruit; in the second case, 
the patient had apparently eaten an un- 
treated dried apple and had not been able 
to chew it properly. Operation was done 
in the first case; the foreign body was 
found about 5 ft. from the ileocecal 
valve and was pushed down through the 
valve into the colon. ‘The patient made 
a good recovery and passed the foreign 
body 3 days after operation. In the sec- 
ond case, the patient died before intra- 
venous therapy could be given or opera- 
tion attempted. At autopsy, the ob- 
structing foreign bodies [2 large pieces 
of apple] were found 6 in. above the 
ileocecal valve, but the severity of the 
symptoms indicated that the obstruction 
had started much higher in the small 
intestine. ) 


Oranges Causing Alimentary Obstruction. 


Alwyn S. Jones and S. W. Vivian Da- 


vies. Brit. M. J. 1:734-35, May 26, 
1945. (Reports 2 cases in which gastro- 
intestinal obstruction was due to oranges. 
In the first case, the symptoms were 
those of obstruction of the small intes- 
tine. At operation the whole of the 
jejunum and about a foot of the ileum 
were found to be obstructed; -the ob- 
structing foreign body was “milked 
down” into a healthy portion of the 
ileum and removed by opening the 
bowel. It was found to be the pith of 
half an orange with some pips. In the 
second case the obstruction was at the 
lower end of the esophagus as shown by 
esophagoscopy. ‘The obstructing mass 
and the esophagoscope were removed to- 
gether as the mass was too large to pull 
through the tube; it was found to be 
rolled-up pulp of half an orange. The 
patient was able to take food the next 
day; a barium meal showed no lesion at 
the cardiac end of the stomach.) 


Intestinal Obstruction by a Foreign Body. 
Leon Radclyffe, Derby, England. Brit. 
M. J. 1:735, May 26, 1945. (In the 
case reported operation was done _ be- 
cause of symptoms of acute obstruction 
of the small intestine. A mass was found 
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in the ileum about 2 ft. above the ileo- 
cecal valve; it was removed and the in- 
testinal wall repaired. The mass proved 
to be half an orange. ) 


Intestinal Obstruction Complicating Colon 
Carcinoma. Damon B. Pfeiffer and 
Albert G. Martin, Philadelphia, Pa. 
Clinics 4:36-41, June 1945. (Reports 
3 illustrative cases of intestinal obstruc- 
tion complicating carcinoma of the 
colon; all of these patients gave a his- 
tory of intermittent cramp-like abdominal 


34. Anus 






pains for 3 to 5 weeks before the onset 
of obstruction; and 2 patients also gave 
a history of change in bowel habits and 
blood-streaked stools. The Miller-Ab- 
bott tube was found to be a valuable 
adjunct in relieving obstruction, but in 
only 1 of the 3 cases reported was the 
obstruction sufficiently relieved to permit 
resection of the growth without colos- 
tomy. In the other 2 cases a loop colos- 
tomy was done for complete division of 
the fecal stream before resection of the 
growth and anastomosis was done.) 


OPERATION FOR ANAL FISTULAS: SOME REASONS 
FOR FAILURES 


RayMonp J. JACKMAN 


Rochester, Minn. 
Am. J. Surg. 68:323-25, June 1945 


There is often a faulty conception 
of the origin and course of an anal 
fistula and confusion in regard to the 
anatomy involved, as well as confu- 
sion in regard to terminology. Py- 
oderma or hidradenitis suppurativa 
is being recognized more frequently. 
In the past this disease probably was 
diagnosed as so-called incomplete ex- 
ternal or blind external fistula. It is 
a disease of the apocrine sweat glands 
and the lesion usually does not com- 
municate with the anus at all. 

If the fistula is to be cured, all the 
tissue overlying the fistulous tract 
must be incised whether or not muscle 
intervenes. One of the chief causes 
of incontinence of the anal muscula- 
ture is the custom of packing the in- 
cised fistula wide open, thereby caus- 
ing a wide scar which prevents the re- 
maining anal muscle from closing the 
anal orifice. Another reason for anal 
incontinence is permitting the inflam- 








matory process to continue without 
treatment. 

An anorectal wound should be re- 
garded as a contaminated or infected 
wound and treated accordingly with 
hot moist packs, hot irrigations and 
daily inspection of the wound to pre- 
vent bridging of tissue. Thinking of 
the postoperative treatment at the 
time of operation by attempting to 
create flat, open wounds which do not 
block the drainage is important. A 
surgical procedure on the anus is not 
desirable in cases of infectious diar- 
rhea; it should be limited to incision 
and drainage of abscesses. If any an- 
orectal operation is done, it should be 
performed during a quiescent stage of 
the disease and even then it is likely 
to cause an exacerbation of the diar- 
rheal disease. The wounds will heal 
very slowly. Complete anesthesia of 
the anal musculature is usually neces- 
sary. For this purpose, caudal anes- 
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thesia and sacral block approach the 
ideal. If general anesthesia is used, 
it must be very deep. Not the least 
important reason for the failure of 


operations for anal fistula is the lack 
of emphasis placed on the subject of 
proctology in some medical schools of 
this country. 4 references. 


35. Liver and Biliary Tract 


ACUTE CHOLECYSTITIS: A COMPARATIVE STUDY OF THE 
MORTALITY RATE AFTER IMMEDIATE AND 
DELAYED OPERATIONS 


Water J. McGuican 


Mercy Hospital, Wilkes-Barre, Pa. 
Am. J. Surg. 68:219-28, May 1945 


In a series of 123 cases of acute 
cholecystitis, 22 were operated on 
within 48 hours after the onset of 
symptoms; 17 in 48 to 72 hours; 20 
in 72 to 96 hours; 24 in 96 to 120 
hours; 23 in 120 hours to 7 days; 17 
in 8 to 10 days. In aJl cases the pre- 
operative and postoperative treatment 
was the same. Morphine was given 
to relieve pain and glucose solutions 
parenterally both pre- and postopera- 
tively; an ice cap to the abdomen was 
also employed preoperatively. 

The mortality was higher in the pa- 
tients operated on within 96 hours 
after the onset of symptoms than in 
those operated on later; in these pa- 
tients cholecystotomy was the usual 
operation, while in the patients oper- 
ated on after 96 hours, cholecystec- 
tomy was usually done. There were 
no deaths in the 40 patients operated 
on from 120 hours to 10 days after 
onset of symptoms, and cholecystec- 
tomy was done in all but 1 of these 
patients. 

In the patients operated on within 
96 hours after onset of symptoms, the 
most common pathological changes in 


the liver were catarrhal and suppura- 
tive inflammations. In all these cases 
in which death occurred, hyperthermia 
and gradually deepening coma devel- 
oped, a syndrome now described as 
“liver shock.” The author suggests 
that in these cases the liver, already 
damaged by inflammatory changes 
and not given time to recuperate, 
could not withstand “the added bur- 
den of operation.” In the patients 
operated on more than 96 hours after 
onset of symptoms, only 2 showed 
gangrene of the bladder; in half the 
cases the pathological diagnosis of 
empyema of the gallbladder was 
made. 

On the basis of the results in this 
series, the author concludes that de- 
layed operation (at least 72 hours af- 
ter onset of symptoms) is the treat- 
ment of choice in acute cholecystitis; 
and that cholecystectomy is the opera- 
tion of choice. Patients with acute 
cholecystitis, however, should be un- 
der careful observation, and if they do 
not respond to treatment, and perfo- 
ration of the gallbladder appears im- 
minent, operation should be done at 
once. 
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ON THE USE OF THE VITALLIUM TUBE IN STRICTURE OF 
THE COMMON BILE DUCT 


James H. Saint 
Santa Barbara, Calif. 
West. J. Surg. 53:73-79, March 1945 


An interesting development in re- 
cent biliary surgery is the use of a 
buried vitallium tube in the treatment 
of benign stricture of the common 
duct. Since Pearse’s publication in 
1941, in which he described 2 cases 
and gave a résumé of Clute’s case, 
only a few other cases have been re- 
ported to date, and not all have to 
deal with restoration of the continuity 
of the bile duct itself. In most of the 
cases in which the tube has been used 
the stricture has been a recurrent one 
in which previous methods of treat- 
ment had failed to attain a cure. In 
one case reported by Seaman, the stric- 
ture had not been operated upon be- 
fore, and in his second case abdom- 
inal exploration revealed that a por- 
tion of both the common and hepatic 
ducts had been removed at the time 
of cholecystectomy one month previ- 
ously. 

The case described by the present 
writer is one in which a vitallium tube 
was used on a stricture operated upon 
for the first time because the use of 
this tube was considered the most cer- 
tain means of preventing recurrence. 
This patient, a woman of 50 years, 
developed a generalized itching 4 
months after cholecystectomy for 
chronic cholecystitis with cholelithia- 
sis. Progressively increasing icterus 
suggested a stricture of the common 
duct, the absence of pain rendering a 
diagnosis of obstruction of the duct by 
calculus less likely. At operation the 
collapsed portion of the common duct 
just above the duodenum was identi- 
tied and opened. Upper and lower 


openings were joined by an incision 
through this portion of the duct car- 
ried to a depth corresponding to the 
posterior wall of the collapsed por- 
tion. A flanged vitallium tube of 6 
mm. internal diameter was laid in the 
opened strictured portion of the bile 
duct, extending above into the dilated 
proximal portion of the duct and into 
the collapsed distal part below, and 
the cut edges of the duct were then 
sutured together over it, the flange 
projecting through the line of suture. 
Apposition of the edges around the 
tube was accomplished without ten- 
sion. The line of suture was rein- 
forced by omentum and a rubber tis- 
sue drain laid down to the region of 
the duct. The patient had a smooth 
convalescence. A fair amount of bili- 
ary drainage occurred during the first 
48 hours after the operation, but rap- 
idly diminished and ceased altogether 
in a few days. An x-ray taken 13 
months after operation showed the 
tube to be virtually in the same posi- 
tion and to bear the same relationship 
to the duodenum that it had over a 
year before. The patient has remained 
well to date, 19 months after intuba- 
tion of the bile duct. 

The great care required in separat- 
ing adhesions in these cases is stressed. 
The disadvantages of the older, more 
time-consuming procedures are dis- 
cussed. They are, however, indicated 
in strictures of small proportions 
where their use might be curative. 
Permanent intubation should only be 
employed in extensive biliary lesions 
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where surgical repair appears impos- 
sible. In the present case the use of 
the vitallium tube simplified and 
shortened what otherwise would have 
been a difficult and prolonged pro- 
cedure. It is hoped that even if the 
tube were eventually to become in- 
crusted, the relief of the original ob- 
struction might be accomplished over 
a period long enough to permit sub- 
sidence of the chronic inflammatory 
process, this in turn leading to re- 
establishment of the biliary flow into 
the duodenum through its natural 
passage. It is emphasized that success 
has attended the use of this tube in 
the treatment of strictures in which 
other methods had previously failed 


and that many of the patients now en- 
joying good health following this 
treatment would probably have suf- 
fered recurrences by other methods of 
treatment. Some cases have been re- 
ported in which no recurrence has 
been noted several years after this 
procedure. Results so far obtained are 
encouraging enough to warrant the 
further use of the tube in selected 
cases. 15 references. 3 figures. 
[Attention should be called to the role 
of a colon bacillus cholangitis in patients 
with common duct stenosis, for in these 
cases the tendency to form incrustations in 
the tube and recurrent bile pigment calculi 


in the duct above the tube is unfortunately 
very great.—Ep. | 


A METHOD OF RE-ESTABLISHING CONTINUITY BETWEEN 
THE BILE DUCTS AND THE GASTRO- 
INTESTINAL TRACT 


ARTHUR W. ALLEN 


Massachusetts General Hospital, Boston, Mass. 
Ann. Surg. 121:412-34, April 1945 


Injuries to the common and hepatic 
ducts occur with greater frequency in 
operations on the gallbladder than 1s 
generally admitted. In such opera- 
tions adequate identification of the 
structures to be divided is “impera- 
tive.” If injury to a bile duct does oc- 
cur, and is immediately recognized, 
repair should be made immediately if 
possible, or as soon as the patient can 
safely be moved to another hospital. 

If the injury to the duct is not rec- 
ognized at the time of operation either 
a prolonged external biliary fistula or 
biliary obstruction results. Patients 
who have partial continuous jaundice 
with repeated exacerbations of cholan- 
gitis should be submitted to opera- 
tion, even if previous attempts to re- 
lieve the obstruction have failed. 
Whatever method of repair is used, 


the following points are important: 
Scar tissue should be eliminated and 
its recurrence at the site of anastomo- 
sis prevented; the anastomosis should 
be isoperistaltic with the gastrointes- 
tinal tract; nonabsorbable interrupted 
sutures should be used; watertight 
closure at the anastomosis is desirable; 
the anastomosis should be held open 
temporarily by a tube. 

The best method of repair is end- 
to-end suture of the common bile 
duct; this may be possible months af- 
ter injury if the distal segment main- 
tains a normal diameter, and there is 
not too much loss of duct tissue. 
When this is not possible, the author 
has recently employed another meth- 
od which has given satisfactory results 
in 8 cases. In these cases, the short 
segment of hepatic duct in the liver 








—— 


en- 
this 
suf- 
s of 
re- 
has 
this 
are 
the 
cted 


role 
‘ents 
these 
ns in 
alculi 
ately 


aN 


tant: 

and 
ymo- 
ould 
ntes- 
pted 
tight 
ible; 
open 


end- 

bile 
is af- 
nain- 
re 1S 
issue. 
ithor 
neth- 
sults 
short 
liver 





QUARTERLY REVIEW OF SURGERY 113 





sulcus has been developed, the jeju- 
num transected, and its open distal 
end anastomosed to the liver around 
a tube placed in the duct. The proxi- 
mal segment of the jejunum is then 
implanted into the distal segment by 
Roux’s method. Cotton or silk sutures 
are used for the anastomosis of the 


- jejunum to the liver sulcus. The tube 


employed is a live rubber catheter; in 
the cases reported it has been removed 
at the end of 21 days, but it may be 
found necessary to leave it in situ for 
a shorter or a longer period. The re- 
sults in these cases have been better 
than those obtained with any other 
method after prolonged biliary ob- 
struction in which direct anastomosis 
of the bile duct is impossible. 


REFERENCES TO CURRENT ARTICLES 


The Status of the Liver and Its Importance 
to the Surgeon. Philip J. Cunnane, Los 
Angeles, Calif. California & West. 
Med. 63:78-79, Aug. 1945. (Liver 
damage is particularly likely to occur in 
surgical infections, peptic ulcer, biliary 
tract disease, thyrotoxicosis and malig- 
nant tumors of the gastrointestinal tract. 
In such cases where the operation is elec- 
tive, measures should be taken to restore 
hepatic function before operation. The 
best estimate of the functional capacity of 
the liver requires a correlation of labora- 
tory and clinical data. Jaundice, in the 
absence of extrahepatic biliary obstruc- 
tion, is indicative of some degree of liver 
damage, but there may be latent hepatic 
disease without jaundice. Treatment in- 
cludes high carbohydrate, high protein 
intake and vitamin supplements, espe- 
cially vitamins B and K. Where ade- 
quate protein cannot be given by mouth, 
a protein hydrolysate may be given pa- 
renterally. The author has found Ami- 
gen of value for this purpose. 10 ref- 
erences.) [In estimating the functional 
capacity of the liver, clinical data are of 
value as well as laboratory figures. Pro- 


tein hydrolysate must be used carefully. 
—Eb. | 


Acute Cholecystitis: ‘The Surgical Treat- 
ment of 332 Cases at the Presbyterian 
Hospital, New York, 1932 to 1941 Ip- 
clusive. Beverly Chew Smith, New 
York, N. Y. S. Clin. North America, 
New York No., 285-300, April 1945. 
(Following brief historical notes and a 
discussion of present attitudes, an analy- 
sis of 332 cases of acute cholecystitis is 
presented. ‘Tables demonstrate the sur- 
gical procedure and mortality, preopera- 
tive pathologic findings, details of opera- 
tion, type of drainage, postoperative com- 
plications and an analysis of wound dis- 
ruptions. Mortality and morbidity were 
less when cholecystectomy was _per- 
formed before development of compli- 
cations. Cholecystectomy in the pres- 
ence of gangrene, perforation or abscess, 
requires careful analysis of its indications 
in the individual case. The operation is 
safer when the gallbladder is removed 
from the fundus down. The mortality 
rate in this: series was 7.2 per cent.) 
[The most important point in the dis- 
cussion of acute cholecystitis is the defi- 
nition and understanding of the pathol- 
ogy of acute cholecystitis and its differ- 
entiation from the stage of suppuration 
that has passed the acute phase. Because 
of this failure to differentiate the early 
acute from the so-called acute gallblad- 
der that has gone on for 7-10 days, the 
reports in the literature regarding the re- 
sults of cystostomy and cystectomy are 
inaccurate and confusing.—Eb. | 


The Time Factor in the Development of 
Complications of Gallstones. Carl 
Bearse, Boston, Mass. New England J. 
Med. 232:338-41, Mar. 22, 1945. 
(Biliary complications may be present at 
the first attack of cholelithiasis, may ap- 
pear shortly after demonstration of the 
calculi, may not develop for many years, 
or may fail to develop at all in spite of 
repeated attacks of biliary colic over a 
period of many years. However, the 
longer the symptoms continue, the great- 
er is the possibility of biliary complica- 
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tions. For this reason biliary calculi 
should be removed as soon as possible af- 
ter they are discovered. If operation has 
to be delayed for some reason or an- 


other, every effort must be made to re- 


‘duce the dangers inherent in delay. ‘The 


patients should be put on a strict regimen 
of diet and hygiene to lengthen the peri- 
between attacks. They must be 
warned of the danger of complications 
and instructed to seek medical advice 
without delay. For acute biliary emer- 
gencies, such as perforation of the gall- 
bladder, which may within 24 
hours of onset of acute cholecystitis, hos- 
pital beds should be promptly available. 
This study is based on a series of 260 
patients operated upon for gallstones. 40 
per cent had one or more complications 
at operation, including acute cholecysti- 
tis, acute pancreatitis, choledocholithiasis 
and carcinoma of the gallbladder.) 


od 


occur 


‘imary Carcinoma of the Gallbladder: 
An Additional Reason for Early Re- 
moval of the Calculous Gallbladder. 


J. M. T. Finney, Jr., and Murray L. 
Johnson (Lt., M.C., U.S.N.R.), Balti- 
more, Md. Ann. Surg. 121:425-34, 
April 1945. (Eighteen cases of carci- 
noma of the gallbladder are reported in 
patients with an average age of 67.4 
years. In nearly every case symptoms 
were due to inoperable growth with or 
without pre-existing symptoms of chole- 
lithiasis. The only 2 early carcinoma 
cases were operated upon for long-stand- 
ing complaints due to stones within the 
gallbladders, and the finding of malig- 
nancy was incidental. Both of these 
cases died in spite of removal of the gall- 
bladder, one in 17 months, the other in 
25 months, of recurrence of malignancy. 
The only hope of preventing many such 
deaths is by early removal of simple cal- 
culous gallbladders. In 2 cases malig- 
nancy developed in gallbladders which 
had previously been drained and freed 
of stones. Prophylactic removal of symp- 


The 


tomless gallbladders is perfectly justifi- 
able. ) 

Significance of Polymorphonuclear 
Leukocytes in Gallbladders. John P. 
McKibbin and John R. McDonald, 
Rochester, Minn. Surgery 17:319-27, 
March 1945. (A microscopic study of 
25 thin-walled, noncalcareous gallblad- 
ders, removed surgically to ascertain the 
significance of the presence of poly- 
morphonuclear leukocytes, indicated that 
this is not in itself an indication of in- 
flammation when not associated with 
other signs of inflammation, and should 
not be interpreted as such. ‘The poly- 
morphonuclear leukocytes serve a meta- 
bolic rather than an inflammatory func- 
tion when not associated with other signs 
of inflammation. ‘The iodized dye used 
for preoperative x-ray visualization of 
the gallbladder does not influence the 
number of polymorphonuclear  leuko- 
cytes observed removed 
specimens. ) 


in surgically 


Strictures of the Common and Hepatic Bile 


Ducts. Frank H. Lahey. Surg., Gynec. 
& Obst. 80:555-56, May 1945. (Stric- 
tures of the bile ducts due to surgical in- 
juries during cholecystectomy or opera- 
tions on the common bile duct may be 
avoided by the use of spinal anesthesia, 
longer incisions, rotation of the hepatic 
flexure, duodenum and pylorus to the 
left with gauze pads and retractors, 
illumination, individual demonstration 
and ligation of the cystic artery before 
removal of the gallbladder, and by clear 
demonstration 


good 


of the relationship be- 
tween the cystic, common and _ hepatic 
ducts before the cystic duct is clamped 
and cut. The highest percentage of suc- 
cessful results can be at the 
time of the first reconstructive opera- 
tion, in cases admitted soon after the 
original injury. 


obtained 


Poor results may be ex- 
pected in cases in which repeated un- 
successful 


formed. ) 


operations have been per- 
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36. Pancreas 


RADICAL DUODENOPANCREATECTOMY IN ONE-STAGE 
FOR CARCINOMA OF THE AMPULLA OF VATER. 
REPORT OF CASE WITH SUCCESSFUL OUTCOME 


J. R. Broun (Major, M.C., A.U.S.) 
Veteran’s Hospital, Portland, Ore. 
West. J. Surg. 53:118-21, April 1945 


One of the principal controversial 
questions associated with resection of 
the head of the pancreas is the neces- 
sity of preserving the external secre- 
tion of this organ. It seems impossi- 
ble preoperatively to determine which 
patients will tolerate loss of this ex- 
ternal pancreatic secretion and which 
ones will continue to digest fats and 
proteins without addition of pancre- 
atic substitutes. Recently Whipple 
has advocated re-establishment of the 
flow of pancreatic juice into the ali- 
mentary canal to improve digestion of 
fats and proteins and to prevent trou- 
blesome pancreatic fistula. Preserva- 
tion of the continuity of the pancre- 
atic ducts may also prevent atrophic 
changes in the gland which would in- 
volve hormonal secretion. 

The present writer describes a suc- 
cessful case of radical duodenopancre- 
atectomy performed in one stage in 
which the external secretion of the 
pancreas was preserved. A vitallium 
tube was used to splint the anastomo- 
sis between the common duct and the 
small bowel. A laparotomy was per- 
formed in a male of 45 years for sus- 
pected carcinoma of the head of the 
pancreas or a stone in the common 
duct producing a ball-valve type of 
obstruction. The operation revealed a 
carcinoma of the ampulla of Vater. 
The duodenum was resected 2 inches 
above the ligament of Treitz, the 
duodenum and distal third of the 


stomach reflected to the right and the 
pancreas divided between clamps dis- 
tal to the neck. The common bile duct 
was also divided 1 inch proximal to 
the ampulla of Vater. Thus the distal] 
third of the stomach, the greater por- 
tion of the duodenum, the head and 
neck of the pancreas and the common 
duct were resected en masse. The 
stump of the duodenum was closed 
and mobilized.. The common bile 
duct was then anastomosed to the 
stump of the duodenum in an end-to- 
side manner, using a vitallium tube 
to splint the anastomosis. A_ long 
loop of proximal jejunum was 
brought up through an opening in the 
mesentery of the transverse colon and 
the ascending portion of the loop was 
anastomosed to the stump of the pan- 
creas as follows: Interrupted black 
silk mattress sutures were placed 
through the divided end of the pan- 
creas to control bleeding. The com- 
mon pancreatic duct was identified, 
probed and left often. A small verti- 
cal incision about one-half inch in 
length was made in the antimesenteric 
border of the jejunum to accommo- 
date the pancreatic duct. The jeju- 
num was then evaginated over the 
cut end of the pancreas using 2 rows 
of interrupted black silk No. 0 su- 
tures. The descending loop of the 
jejunum was then anastomosed with 
the divided end of the stomach in an 
isoperistaltic manner with the Hof- 
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meister technic, using black silk su- 
tures throughout the procedure. The 
edges of the mesentery of the trans- 
verse colon were then loosely attached 
to the jejunum. An entero-enteros- 
tomy was not done. The gallbladder 
was drained by means of a No. 14 soft 
rubber catheter brought out through a 
stab wound in the right upper quad- 
rant. Five grams of crystalline sul- 
fanilamide were insufflated into the 
peritoneal cavity and the abdomen 
closed in layers. During operation, a 
transfusion was given of 1,000 cc. 
citrated blood and 250 cc. of human 
serum. The patient’s convalescence 


was uneventful except for several at- 
tacks of cholangitis with a rapid rise in 
icteric index. These attacks were 
easily controlled by small doses of 
sulfathiazole by mouth. The cho- 
lecystotomy catheter was removed 17 
days after operation and the wound 
healed spontaneously. Jaundice rap- 
idly subsided. X-ray examination 8 
months later showed the vitallium 
tube in the same position. There was 
nothing to suggest abnormal digestion 
of fats or proteins. 8 references. 2 
figures. 

[ Operations of this type are indicated as 
otherwise we have nothing to offer these 
patients.—Ep. | 


PANCREATICODUODENAL RESECTION; A PRELIMINARY 
REPORT OF EIGHTEEN CASES 


RicHaArD B. CaTTrELL 
Lahey Clinic, Boston, Mass. 
New England J. Med. 232:521-26, May 10, 1945 


Until comparatively recently, the 
only operation attempted in cases of 
malignant tumor of the pancreas or 
ampulla was local excision of tumors 
at the ampulla. But in the last decade 
a method of radical resection of the 
block type has been developed (pan- 
creaticoduodenal resection) for tu- 
mors in this region. 

One of the difficulties in the man- 
agement of cases of this type is that 
of establishing the diagnosis at opera- 
tion, when it is suggested by the clin- 
ical symptoms. Clinically jaundice 
develops earlier in cancer of the am- 
pulla than in cancer of the pancreas. 
Because jaundice develops late in can- 
cer of the pancreas, the diagnosis 
often is not made until the growth is 
too extensive for radical resection and 
metastases have developed. But as 
jaundice is an early symptom in can- 
cer of the ampulla, and diagnosis can 


be made when the growth is small, 


most of these carcinomas, in the au- . 


thor’s experience, have been found to 
be operable. 

Transduodenal exploration of the 
ampulla may be necessary at operation 
to establish the diagnosis. Dilatation 
of the common duct has been present 
in all the author’s cases in which car- 
cinoma was proved. 

When the diagnosis of carcinoma is 
established, operability must be deter- 
mined. If the patient’s general condi- 
tion justifies the procedure, the radi- 
cal operation may be done in one 
stage. In cases in which jaundice is 
severe (bilirubin over 5 mg. per 100 
cc.), or the liver is low, as shown by 
liver function tests, or the patient’s 
general condition is poor, the two- 
stage operation is indicated. In such 
cases, the first stage consists of an 
anastomosis of the biliary tract to the 
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intestine. For this purpose a cho- 
lecystojejunostomy is done, 30 to 45 
cm. from the ligament of Treitz, com- 
bined with jejunojejunostomy 15 to 
20 cm. proximal to the cholecysto- 
jejunostomy. The omentum is drawn 
down over the operative field, to pre- 
vent adhesions. The only difference 
between the second stage of the two- 
stage operation and the one-stage re- 
section is that in the former the com- 
mon duct is closed off rather than 
used for a choledochojejunostomy. 
Fractional spinal anesthesia is em- 
ployed for the resection operation, 
using pontocaine weighted with glu- 
cose; 40 to 50 mg. pontocaine are em- 
ployed in divided doses. Blood trans- 
fusions are given during the opera- 
tion. The preliminary steps in the 
operation are: elevation of the duo- 
denum and pancreas by dividing the 
peritoneum; division of the two lay- 
ers of the gastrocolic omentum to free 
the distal third of the greater curva- 
ture of the stomach; division of the 
gastrohepatic ligament and ligation of 
the right gastric artery; exposure of 
the portal vein. If the portal vein is 
found to be free under the pancreas 
and resection is feasible, the stomach 
is divided between clamps in the pre- 
pyloric area. Careful dissection of the 
common duct is done; if a first-stage 
cholecystojejunostomy has been done, 
the common duct must be divided 
well below the entrance of the cystic 
duct; if there is any doubt as to 
patency of the cystic duct it must be 
opened and implanted in the jeju- 
num. The pancreas is divided at the 
neck in cases of cancer of the ampulla 
and through the body in cases of can- 


cer of the head of the pancreas, and 
the duct of Wirsung ligated. The 
duodenum is sectioned at the junction 
of the third and fourth portions in 
cancer of the ampulla; but the jeju- 
num is sectioned 5 cm. below the liga- 
ment of Treitz in cancer of the head 
of the pancreas; in these cases, the 
jejunum and the fourth portion of the 
duodenum are withdrawn under the 
superior mesenteric blood vessels. 
Dissection of the uncinate process 
completes the dissection; the entire 
“block” is removed in one piece. The 
pancreas is closed by mattress sutures. 
The duct of Wirsung is anastomosed 
to the afferent loop of jejunum, to 
avoid pancreatic fistula and restore the 
pancreatic juice to the intestines. In 
the one-stage procedure the common 
duct is anastomosed to the jejunum 5 
cm. distal to the pancreatic anastomo- 
sis, followed by an end-to-end gastro- 
jejunostomy. All anastomoses are 
ante-colic. 

A pancreaticoduodenal resection has 
been done in 18 patients. A one-stage 
operation was done in 5 cases, with 1 
death; a two-stage operation in 13 
cases with 2 deaths. The operative 
mortality in the series as a whole was 
17 per cent. Two patients have died 
since discharge from the hospital; 
both of these patients had extensive 
carcinoma with metastases at the time 
of operation. Thirteen patients are 
living and in good general condition 
without jaundice. These operations 
have been done too recently to deter- 
mine end results, but 1 patient is liv- 
ing and well for 2 years, 5 for 18 
months, and 4 for a year. 13 refer- 
ences. 4 illustrations. 
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ACUTE PANCREATITIS 


Joun Morron 


Strong Memorial Hospital, Rochester, N. Y. 
Surgery 17:475-91, April 1945 


In patients complaining of severe 
sudden epigastric pain, the serum 
amylase test is of greatest value in de- 
termining whether the pancreas is in- 
volved. The test is easily carried out, 
accurate, and gives more information 
than any of the routine laboratory 
tests. Acute edematous pancreatitis 
can be diagnosed by the serum amy- 
lase test and the rapid improvement 
under conservative treatment. If im- 
provement is not manifest within a 
few days, pancreatic necrosis should 
be suspected. In acute edematous 
pancreatitis, operation should be de- 
ferred until the reaction has subsided. 
It is frequently followed by chronic 
pancreatitis. Pancreatic necrosis is fol- 
lowed by abscess, diabetes, and pseu- 
docysts in a proportion of those who 
survive. Conservative treatment of 
pancreatic necrosis is disastrous. Upon 
diagnosis of either necrosis or abscess, 
operation is indicated as soon as the 
patient can be prepared for it. Biliary 
tract disease should be treated after 
an acute pancreatitis attack if it has 
played a part in the onset. Any sur- 
gical manipulation about the lower 
end of the common duct or the head 
of the pancreas is likely to be followed 
by postoperative acute edema as de- 
monstrable by the amylase test. There 
is considerable danger of this in resec- 
tion of posterior duodenal ulcer per- 
forating into the pancreas, and it car- 
ries a high mortality to be taken into 
consideration in any series of duodenal 
ulcer resections. 

The author concludes that as long 
as surgeons operate without the diag- 
nostic aid of the amylase test there 


will be a mortality from acute edem- 
atous pancreatitis. When using this 
test properly, 29 cases of pancreatic 
edema were treated without a death, 
when operation was not performed 
during the height of the reaction. 

Eighteen illustrative cases are de- 

scribed. In 14 cases in which opera- 

tion was performed there were 11 

deaths. Of 27 cases of acute pancre- 

atic necrosis there were 10 deaths in 

a group of 18 patients operated upon 

and 9 deaths in a group of 9 patients 

not operated upon. In 11 cases of 

acute pancreatic abscess there were 3 

deaths in a group of 8 cases with oper- 

ation and all 3 non-operated cases 
proved fatal. Of 20 cases of post- 
operative pancreatitis, 15 proved fa- 
tal. In acute pancreatitis the serum 
amylase will be found above normal 
except late in the onset and after the 

pancreas is necrotic. 32 references. 2 

figures. 2 tables. 

REFERENCES TO CURRENT ARTICLES 

Carcinoma of the Ampulla of Vater. Stan- 
ley R. Maxeiner, Minneapolis, Minn. 
Minnesota. Med. 28:225-27, March 
1945. 

Complete Rupture of the Pancreas. J. F. 
Curr, Edinburgh. Brit. J. Surg. 32: 
386-88, Jan. 1945. (Following mo- 
mentary severe crushing of the upper 
abdomen, a man of 20 years suffered a 
complete rupture of the pancreas into 
2 parts, as discovered 6 hours after the 
accident at operation. The 2 raw ends 
were separately closed by sutures and a 
large gauze pack was inserted for drain- 
age and hemostasis. Associated injuries 

included transection of the splenic vein 

and tears of the transverse mesocolon 
and lesser omentum. An external pan- 
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creatic fistula ensued but closed spon- 
taneously in 9 weeks, the final result be- 
ing excellent. Successful operations have 
been reported in 5 of the 8 previously 
reported cases of complete rupture of 
the pancreas. ) 

An Evaluation of the Clinical Significance 
of Serum Amylase and Lipase Determi- 
nations. Milton J. McCall and John 
G. Reinhold, Philadelphia, Pa. Surg., 
Gynec. & Obst. 80:435-40, April 1945. 
(The relative diagnostic value of serum 
amylase and serum lipase in diseases of 
the pancreas, liver and gallbladder is 
compared. Both tests are of great value 
in diagnosing acute pancreatitis. In car- 
cinoma of the head of the pancreas, the 


37. Spleen 


serum lipase is usually increased, the 
serum amylase normal. In liver disease 
the serum amylase activity is often but 
not constantly depressed so that it is not 
of diagnostic value. In calculous com- 
mon duct obstruction the serum en- 
zyme activity is increased only in cases 
with pancreatic damage. The coeff- 
cient of correlation between serum amy- 
lase and lipase activity was 0.66. The 
value of amylase and lipase determina- 
tions is increased when both are deter- 
mined. Both enzyme tests can be done 
in the ordinary hospital laboratory. ‘The 
serum amylase test is usually the most 
useful clinically because it can be done 
more rapidly. ) 


See Index for Related Articles 


38. Genitourinary Surgery 


HYDRONEPHROSIS: CLASSIFICATION AND PLASTIC 
REPAIR OF URETEROPELVIC OBSTRUCTIONS 


Tuomas E. Gipson 
San Francisco, Calif. 
Surg., Gynec. & Obst. 80:485-96, May 1945 


Following brief historical remarks 
and a classification of ureteropelvic 
obstructions, the author describes the 
various methods of pyeloplasty, with 
a discussion on selection of cases and 
the choice and technic of plastic re- 
pair, ureteral splinting and intubation. 

There appear to be 3 general types 
of obstruction which may give rise to 
hydronephrosis. About 50 per cent of 
cases belong to type I, where obstruc- 
tion is due to an extrinsic lesion. In 
this type removal of bands and adhe- 
sions and division of aberrant vessels 
or pyeloureterolysis are recommend- 


ed. The lumen of the ureteropelvic 
junction should be calibrated before 
concluding the operation and ureteral 
splinting should be resorted to if 
there is much peripelvic and periure- 
teral fibrosis with angulation or distor- 
tion of the upper ureter. In type II, 
there is stricture of the ureteropelvic 
junction and for this type the author 
prefers a Davis-Rammstedt operation. 
Other operations which have been 
used successfully for this type include 
the Fenger operation, the Finney pel- 
vioureteroplasty, the ureteropelone- 
ostomy of Kuester or Lubash and the 
Schwyzer-Foley operation. In type 
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III, there is obstruction involving 
valve formation with high insertion 
of the ureter in the pelvis and here 
the original Trendelenburg operation 
modified is satisfactory. If there is 
much pouching of the lower pelvis, 
Priestley’s method may be recom- 
mended, or the reimplantation meth- 
ods of Kuester or Lubash, or lateral 
anastomosis procedures. In cases of 


excessively redundant pelvis a radical 
excision of the pelvis with reanasto- 
mosis of the ureter to its lowermost 
part is indicated. In cases of anoma- 
lous arteries too large to sacrifice, 
Young’s procedure or ureteropyelone- 
ostomy is recommended. Adequate 
splinting and intubation are more im- 
portant than the most meticulous su- 
ture. 


CYSTS OF THE URACHUS 
C. F. SawYER 
Chicago, Il. 
Arch. Surg. 50:174-76, March 1945 


The blind type of patent urachus, 
in which both the umbilical and the 
vesical ends are closed but some inter- 
vening part or parts of the duct re- 
main open, is responsible for the de- 
velopment of urachal cysts. The se- 
cretory activity of the epithelial mem- 
brane lining the pocket or canal may 
produce a cyst at any age. Such cysts 
are likely to become infected. Desqua- 
mated epithelial debris may partly or 
completely block the canal. The 
epithelial lining of the canal or cyst 
may be destroyed by infection and the 
fibrous wall of the cyst will be greatly 
thickened by the same process. 

Most cysts are small and confined 
to the anterior abdominal wall at or 
near the midline. The clinical course 
of these cysts is somewhat like that of 
pilonidal cysts. By chronic exudation 
and retention the cyst may increase in 
size, some reaching the size of an 
orange or grapefruit. Such cysts are 
often confused with ovarian cysts, 
ascites or pregnancy. Peritonitis may 
result from the rupture of the cyst, 
and there may be fistulous tracts with 
ovarian or dermoid cysts. In several 
cases malignant tumors have devel- 


oped on the basis of such cysts. These 
are likely to involve the bladder. 

The distortion caused by large cysts 
renders diagnosis difficult. As a rule 
there is little or no history of previous 
bladder disturbance. The topography 
of a large urachus cyst and its loca- 
tion and point of attachment to the 
apex of the bladder revealed at oper- 
ation must be relied upon for diag- 
nosis. If the epithelial lining has 
been destroyed there is no way of 
verifying its origin. 

A case is described in a woman of 
64 years of age, in which the cyst was 
believed to be urachal because of its 
anatomic relations. Its connection 
with the colon in this case was con- 
sidered incidental. Local peritonitis 
had evidently eventually caused a 
fistula between the cyst and a divertic- 
ulum of the colon. In this case the 
first symptoms were chills, fever and 
malaise occurring in attacks and usual- 
ly associated with some intestinal dis- 
turbance. The attacks lasted 1 to 2 
days and were relieved by bowel 
movements. The attacks were not re- 
lated to ingestion of food. There was 
a marked soreness in the lower abdo- 
men and a history suggesting spastic 
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colon, but no constipation. Examina- 
tion of the abdomen revealed a mass 
to the left of the midline in the left 
lower quadrant. Proctoscopic exami- 


nation yielded negative results. 
Fluoroscopy revealed spasm in the 
lower colon. X-ray examination 


showed retention of barium in the 
lower colon and a diverticulum of the 


sigmoid. She was placed on a bland 
diet but after 9 months her condition 
became worse and she lost weight. 
The cyst was then removed surgically, 
the wound sprinkled with sulfathia- 
zole and a Penrose drain inserted. 
She made an excellent recovery. The 
cyst contained fairly fluid, pale brown- 
ish-red, foul-smelling fluid. 


HYDRONEPHROSIS: I. THE STRUCTURAL CHANGES 


FRANK HINMAN 


San Francisco, Calif. 
Surgery 17:816-35, June 1945 


When the tubular and vascular 
alterations in the kidney in hydro- 
nephrosis are related one with the 
other, it is seen that two pathological 
processes produce _ hydronephrotic 
atrophy. Undoubtedly, tubular and 
pelvic distention cause pressure atro- 
phy, but the effect of this distention 
on blood supply superimposes an ane- 
mic atrophy. The sudden increase of 
pelvic contents at from 14 to 28 days 
of obstruction is not readily explain- 
able. It may be possibly related to a 
change in the type of backflow. Atro- 
phy and dilatation also are accelerated 


‘in the early stages by venous constric- 


tion, probably the result of an increase 
in secretory pressure, but, in the rab- 
bit, collateral veins soon compensate 
for the constriction so that hydro- 
nephrotic atrophy in that animal pro- 
gresses in the later stages as with 
ureteral ligation alone. Destruction 
of this collateral circulation at the 
time of venous constriction (and 
ureteral ligation), however, increases 
the anemic type of atrophy. Un- 
doubtedly, tubular and circulatory 
changes are interrelated. Even after 
many years of study by many differ- 
ent men, the structural changes of 
hydronephrosis are poorly under- 
stood. 20 references. 25 figures. 


HY DRONEPHROSIS: II. THE FUNCTIONAL CHANGES 


FRANK HINMAN 


San Francisco, Calif. 
Surgery 17:836-45, June 1945 


As there is still uncertainty about 
many of the structural changes (Hin- 
man) occurring in hydronephrosis, 


_ correlation between structure and 


function is as impossible as reconcilia- 
tion of normal and hydronephrotic 
functions. That, with one exception, 
renal activity of some kind continues 


after complete ureteral obstruction is 
certain. This exception is anuria with 
which hydronephrosis never develops. 
Every hydronephrotic kidney is a 
functioning kidney. With partial ob- 
structions, the kidney functions and, 
except for the rate of production, the 
pathological changes are indistin- 
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guishable from those present with 
complete obstruction. Too little at- 
tention has been paid to these func- 
tional changes which may have con- 
siderably more significance in renal 
physiology than anyone suspects. 
Since pyelovenous backflow is pos- 
sible physiologically (Fuchs and 
Narath), it would be much greater 
after ureteral obstruction. The main 
controversy now hinges on the site or 
sites of this backflow or reabsorption. 
The routes of backflow of pelvic urine 
can be demonstrated by retograde in- 
jections of the renal pelvis. Drain- 
age of urine permitting continuation 


HY DRONEPHROSIS 


of excretion explains the mechanism 
of hydronephrotic atrophy. This 
drainage may occur by way of the col- 
lecting tubules, by way of the calical 
fornices, or by way of the Bowman 
spaces. 

The author concludes that the 
structural and functional changes oc- 
curring in hydronephrosis have never 
been correlated. No one knows wheth 
er or not the activity of a kidney with 
complete obstruction of its ureter is 
similar to that of one with a com. 
parable degree of hydronephrotic 
atrophy following partial ureteral ob- 
struction. 21 references. 5 figures. 


Ill. HYDRONEPHROSIS AND 


HYPERTENSION 
FRANK HINMAN 


San Francisco, Calif. 
Surgery 17:845-49, June 1945 


High blood pressure has no influ- 
ence upon the mechanics of hydro- 
nephrosis. The changes of hydro- 
nephrosis, however, could well have 
an effect on blood pressure. The fac- 
tors supposedly responsible for hy- 
dronephrotic atrophy could act to pro- 
mote renal hypertension, Renal is- 
chemia, however, is not the essential 
factor, as was form@rly thought. It is 
not yet known how constriction of a 
renal artery causes hypertension. 
Clinically, also, hypertension is un- 
common in simple hydronephrosis. It 
is an unexpected complication. The 
same causes of renal hypertension sup- 
posedly present in other pathological 
conditions, such as atrophic pyelo- 
nephritis, for example, occasionally 
occur with hydronephrosis also; but 
apparently they do not occur in a way 
so connected with the mechanism of 
simple hydronephrotic atrophy as al- 
ways to produce hypertension. 


Only 1 of 9 patients had a reduc- 
tion of blood pressure following 
nephrectomy for unilateral hydro- 
nephrosis, and it is doubtful that the 
operation had a direct relationship to 
the reduction in this patient. Hydro- 
nephrotic kidneys receive the same 
overstimulation as their compensatory 
mates. This is the reason that some 
units, during certain stages of hydro- 
nephrotic atrophy, show hypertrophy, 
or at least are kept more active and 
resistant. It is also the reason for the 
rarity of hypertension with hydro- 
nephrosis. Furthermore, it explains 
in part the failure of some hydro- 
nephroses to progress. 

From these findings one may draw 
the following conclusions: Hyperten- 
sion does not increase the rate of prog- 
ress of hydronephrotic atrophy. Hy- 
dronephrosis rarely causes hyperten- 
sion. The later changes in a kidney 
which has been repaired for hydro- 
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nephrosis may cause hypertension. 
An important factor in the incidence 
of renal hypertension is the degree of 


compensatory hypertrophy. One case 
is reported in detail. 11 references. 2 
figures. 


UNDESCENDED TESTICLE 
WILLIAM C. QuINBY 


Peter Bent Brigham Hospital, Boston, Mass. 
New England J. Med. 232:701-704, June 14, 1945 


In a review of recent literature on 
undescended testicle, it is pointed out 
that there are various degrees of non- 
descent. Normally each testicle can 
be palpated in the scrotum at birth; 
but in some cases the testicle may be 
very small and difficult to find at this 
time. However, if on repeated exam- 
inations, a testicle can never be felt 
during the first 2 or 3 years of life, it 
may be regarded as truly undescended 
or cryptorchid. In some cases the 
testicle progresses as far as the exter- 
nal inguinal ring—“ectopic testis.”” In 
most cases of ectopic testis, the testis 
lies above and just external to the ex- 
ternal inguinal ring; it can usually be 
readily palpated, but not made to en- 
ter the scrotum. In some cases, the 
testis may lie in a higher position in 
the inguinal canal. In 70 per cent of 
cases of ectopic testis, there is also a 
congenital inguinal hernia. The most 
marked degree of non-descent of the 
testicle is retention within the abdo- 
men—true cryptorchidism. 

In recent years gonadotropins have 
been used in the treatment of unde- 
scended testicle, to stimulate the 
growth of the organ and aid its de- 
scent. Chorionic gonadotropin (from 
the urine of pregnant women) has 
been found the most potent and is 
generally employed. There is a con- 
siderable variation in the results re- 
ported with this form of treatment. 
All surgeons are agreed that if the 
testicle has failed to descend at pu- 


berty, operation is indicated to place 
the testicle in the scrotum if possible. 
Most surgeons are of the opinion that 
the operation should be done just be- 
fore the 14th birthday; in some cases, 
because of some complicating factor 
related to the associated hernia, opera- 
tion may be done somewhat earlier. 
The standard type of operation is de- 
scribed by Ladd and Gross in their 
textbook (1941). In cases where the 
scrotum is poorly developed, the 
method of Thorek is advised. If it is 
found to be surgically impossible to 
place the testis in the scrotum without 
too great tension on its vascular sup- 
ply, it should be removed, because of 
the danger of subsequent tumor for- 
mation. 17 references. 


REFERENCES TO CURRENT ARTICLES 
Spontaneous Rupture of a Hydronephrosis. 
Ronald Reid and W. C. Menzies. Brit. 
J. Surg. 32:491-93, April 1945. (The 
authors were unable to find mention of 
another case of spontaneous rupture of a 
hydronephrosis.* The patient, a soldier, 
had been riding for many hours in a 
lorry in a cramped position, when he was 
suddenly seized with abdominal pain, 
nausea and vomiting. Seven years earlier 
he had experienced an attack of pain 
under the left costal margin with nau- 
sea and vomiting. This attack had last- 
ed from 12 to 24 hours and he had suf- 


[*Jewett, H. J.: Spontaneous rupture 
of a hydronephrotic kidney associated with 
primary carcinoma of the ureter. J. Urol. 


43:664-68, May 1940.—Eb. | 
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fered similar attacks once a month for 
about 3 years. Operation did not clear 
the diagnosis and the abdomen was 
closed. Catheterization yielded bloody 
urine. Cystoscopy one month later 
showed normal conditions. Retrograde 
pyelography suggested ruptured kidney. 
A second operation revealed conditions 
suggesting a spontaneous rupture of hy- 
dronephrosis. Probably a partial obstruc- 
tion was rendered complete by the pro- 
longed cramped position with hips and 
knees flexed in the lorry.) 


Abdominal Pain Due to Urologic Disease 
in Children. Meredith E. Campbell, 
New York, N. Y. J. A. M. A. 128: 
326-29, June 2, 1945. (Abdominal 
pain in children may be due to various 
urologic conditions such as congenital 
anomalies, infections and obstructions of 
the kidney, ureter, urethra, bladder and 
tumors of the adrenal gland. Among the 
conditions noted in 319 children with 
abdominal pain were congenital uni- 
lateral aplasia of the kidney, abnormal 
renal mobility, anomalies of renal fu- 
sion, horseshoe kidney, ureteral obstruc- 
tion, vesical distention, vascular obstruc- 
tion and congenital stricture of the 
urethra. Other conditions noted were 
torsion of the intra-abdominal testicle 
and malignant tumor of the kidney. 
Urologic disease should be ruled out be- 
fore operating for chronic appendicitis 
or abdominal adhesions. Urologic in- 
vestigation should precede exploratory 
laparotomy as it may render operation 
unnecessary. ) 


Stricture of the Female Urethra with 


Lymphopathia Venerea; Lymphogranu- 
loma Inguinale. Robert Tauber, Phila- 
delphia, Pa. Ann. Surg. 122:111-16, 
July 1945. (Reports a case of stricture 
of the upper half of the urethra in a 
woman 41 years of age; symptoms de- 
veloped 14 years after delivery of her 
only child. The diagnosis of lympho- 
pathia venereum was made by the Frei 
test. Treatment was by rapid dilata- 
tion; the first dilatation was done under 
gas anesthesia. Dilatation under local 


anesthesia was then repeated at first 
daily, then at longer intervals. After 3 
months, dilatation was repeated every 
other week. The urine at that time was 
passed without difficulty. “The author dis- 
cusses the differences in the pathology of 
rectal and urethral strictures due to 
lymphopathia venereum. The value of 
the Frei test in urethral strictures in 
which the etiology is doubtful is empha- 
sized. 57 references. ) 


Complete Ureteral Duplication Terminat- 


ing in the Same Ureterocele and Result- 
ing in Severe Hydronephrosis. Virgil S. 
Counseller and David S. Cristol, Roch- 
ester, Minn. J. A. M. A. 128:588-89, 
June 23, 1945. (This case in a girl of 
3% years demonstrates how rapidly an 
obstructive lesion caused by a congenital 
ureterocele can result in severe hydro- 
nephrosis. Operation revealed complete 
ureteral duplication with the 2 ureters 
opening in the same ureterocele. The 
kidney, double ureter and a portion of 
the bladder were removed and 23 days 
after operation the patient was dis- 
charged with instructions to take alter- 
nate courses of sulfathiazole and man- 
delic acid. The latter was continued for 
some time as the urine continued to 
show Streptococcus fecalis, although the 
patient was in good health and the right 
kidney was functioning well.) 


The Role of Bilateral Orchiectomy in the 


Treatment of Carcinoma of the Prostate 
Gland: a Report of 82 Cases. W. W. 
Scott and J. A. Benjamin, Rochester, 
N. Y. Bull. New York Acad. Med. 21: 


* 307-18, June 1945. (In 82 cases of 


carcinoma of the prostate gland, bilateral 
orchiectomy resulted in a rapid and satis- 
factory relief of metastatic symptoms in 
the majority of patients; the response in 
urinary symptoms was not so rapid, nor 
so satisfactory; 25 patients required re- 
section for relief of urinary obstruction 
within 2 months after orchiectomy; re- 
section was done in 5 other cases at a 
later date. Regression of the prostatic 
growth occurred in 54 per cent of the 
entire series, 66.2 per cent of those who 
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had adequate follow-up rectal examina- 
tions. Although only a small percentage 
of patients failed to show definite im- 
provement after orchiectomy, the ma- 
jority of the patients had died or were 
in poor condition at the end of 36 
months after orchiectomy. ‘The authors 
suggest the possibility of a radical peri- 
neal prostatectomy in selected cases when 
there is such.a degree of regression of 
the prostatic growth, that there is a rea- 
sonable chance for the removal of all or 
almost all of the primary lesion. 17 ref- 
erences. 2 figures. 2 tables.) 

A Pediatric Urological Problem Important 
to the General Practitioner. Ralph U. 
Whipple, Elkins, W. Va. Am. J. Surg. 
68:297-302, June 1945. (Far too lit- 
tle attention has been given to congeni- 
tal urethral valves in the infant male. 
The symptoms may vary from straining 
during micturition to complete retention. 
The course of events is similar to that 
observed in prostatic cases. About 130 
cases have been collected to date and 
one-half of these were discovered at 


autopsy. The condition will have to be 
differentiated from hypertrophy of the 
verumontanum, contraction of the vesi- 
cal neck, neurogenic bladder, chronic 
nephritis and polycystic kidney. Follow- 
ing a discussion of diagnostic methods, 
treatment is described. Upper tract 
pressure may be gradually released by 
catheter. This may take several weeks. 
When free drainage can be maintained it 
should be continued until the blood urea 
or nonprotein nitrogen shows a fairly 
stationary level. The valves may be 
destroyed via the suprapubic route using 
a scalpel, cold punch or cautery. Ure- 
thral dilatation is less satisfactory. An 
illustrative case is described. The rapid- 
ity of renal destruction will depend di- 
rectly on the degree of urethral obstruc- 
tion. The etiology is not clear. Cystog- 
raphy and panendoscepy may be of value 
diagnostically. Rapid decompression 
should be discouraged. Prognosis de- 
pends upon the extent of renal damage, 
preoperative care and postoperative man- 
agement. ) 


39. Gynecologic Surgery 


PRESENT STATUS OF THE WATKINS-WERTHEIM INTER- 
POSITION OPERATION 


‘Frank H. Laney 
S. Clin. North America (Lahey Clinic No.) :505-13, June 1945 


This operation has been used in 260 
cases at the Lahey Clinic, and has 
proved very satisfactory. For success, 
it must be applied to the proper type 
of case, namely, in patients suffering 
primarily from cystocele, with a well- 
suspended high cervix. The bladder 
must be adequately and completely 
freed from the anterior surface of the 
uterus and from its lateral walls, so 
that it can be pushed well up into the 
pelvic cavity. The uterus must be 
snugly and firmly anchored to the fas- 


cia beneath the pubis to fix it in this 
position. Undue narrowing of the 
vaginal orifice may be avoided by 
taking care not to excise too much of 
the anterior vaginal mucosa. It is im- 
portant that any disease of the cervix 
should be cared for by amputation be- 
cause of the difficulties of performing 
this operation later. In most cases, 
the operation will need to be accom- 
panied by a high perineorrhaphy in 
order to obtain the best results. If the 
bladder is accidentally opened, a 
purse-string suture is applied. The 











Opening in 
peritoneum 


Finger with gauze 
separating bladder 
from vagina 


Fic. 253.—It is important to state that the posterior portion of the vagina is purposely omitted 
in these illustrations. This gives the misleading impression in these illustrations with the 
long cervix that a prolapse is present. This method of illustrating is employed merely to 
make the steps clearer. a, In this illustration the cervix has been pulled well down, the inci- 
sion of the vaginal mucosa has been made and separated laterally. 4, The extent of the 
separation up to the urethra is shown and underneath the upper edge may be seen the shadow 
of the urethra as it has been worked out laterally. c, The bladder has been pushed well up in 
the midline and detached laterally. Note the sulci on either side from which one can fail to 
detach the bladder, thus producing gutters on either side of the remaining bladder if the 
fundus is inserted underneath it without this separation. Note the method of gently wiping 
the bladder up with a piece of gauze on the finger and with the lateral vaginal flaps held 
outward on the stretch. d, In this illustration the bladder has been completely freed from 
its lateral attachments and from the anterior wall of the uterus and the peritoneal fold between 
the back of the bladder and the front of the fundus is now visible. The point of incision 
in it is illustrated by the dotted line. Note the bands of the broad ligaments running 
obliquely down to the cervix, between which is the fold of peritoneum to be opened. 
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Fic. 254.—a, In this illustration the fundus has been grasped beneath the bladder through 
the open peritoneum and pulled downward preparatory to fixing it in place. 4, Again it may 
be noted that the bladder has been carefully wiped off laterally beside the urethra so that the 
urethra is plainly visualized. The fixation stitch has been inserted in the fascia beneath the 
pubis and through the fundus. c, The uterus is shown fixed to the fascia beneath the pubis 
with the fundus of the uterus beneath the bladder held snugly up against the urethra. It is 
to be noted in this illustration that the extra flap of vaginal mucosa caused by the bulge of the 
anterior wall involved in the cystocele is being excised. Attention is again called to the 
necessity of being careful to avoid removing too much vaginal mucosa, and again warning is 
given that it is better to leave too much vaginal mucosa than to take off too much, thus nar- 
rowing the vaginal outlet. d, The anterior vaginal mucosa has been closed with interrupted 
stitches and the cervix is now pointing backward; a high perineorrhaphy will now be done. 


Illustrations by courtesy of The Surgical Clinics of North America. 
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mucosa is carefully inverted and sup- 
ported by an additional suture. An 
indwelling catheter is inserted to pre- 
vent tension and no damage is done. 
To control the oozing from the anteri- 
or wall of the bladder, a small strip 
of iodoform gauze may be inserted 


into the vagina for 24 to 48 hours, 
for its immediate pressure effect. The 
vesical fascia over the bladder can fre- 
quently be included in plication or by 
inversion stitches as additional sup- 
port to the bladder and to take the 
laxity brought about by the cystocele. 


THE TECHNIC OF TOTAL AND SUBTOTAL 
HYSTERECTOMY 


Frank H. LAHEY 
S. Clin. North America (Lahey Clinic No.) :473-89, June 1945 


On the basis of wide experience 
with hysterectomy done in large num- 
bers at the Lahey Clinic, a standardi- 
zation of methods for hysterectomy 
has been developed. To begin with, 
spinal anesthesia with nupercaine is 
recommended. Preliminary diagnos- 
tic dilatation and curettage are done 
in all cases, with immediate examina- 
tion of the scrapings to check diag- 
nosis. The danger of perforation of 
the uterus increases with the age of 
the patient. The upper end of the in- 
cision in the upper abdomen should be 
extended upward as high as possible 
without contacting the ribs. When 
incision is made in the midline in the 
lower abdomen, the incision should be 
extended as low as possible without 
baring the pubis. The added exposure 
and safety gained by long incisions 
more than compensate for their disad- 
vantages. 

In extensive dissections of the pel- 
vis, the incision is extended to the left 
of the umbilicus, thus preserving a 
good strip of anterior sheath of the 
rectus muscle for reconstruction. 
Finding the exact middle line in mid- 
line incisions is solved by carrying the 
incision straight down in the middle 
line to the pubis, by separating the 
fascia of the rectus until the pyramid- 


alis on either side is found. It will 
point to the middle line and indicate 
the site for incision. The peritoneum 
should always be opened high. Pa- 
tients who are to have pelvic opera- 
tions should be placed in a moderate 
Trendelenburg position early so that 
the intestines may gravitate away 
from the pelvis, thus avoiding un- 
necessary rough handling. A method 
of walling off the intestines with 
omentum is suggested and the impor- 
tance of determining the course of the 
ureter in intraligamentous fibroids is 
stressed. 

Concerning the question of removal 
of the tubes or ovaries, the author as- 
sumes that if a patient has 5 or more 
years to go without a probable meno- 
pause, it is best to leave one or both 
ovaries. If the menopause is to be 
expected within 3 years, the tubes and 
ovaries are removed with the uterus. 

The most important single step to 
make hysterectomy for fibroid easy is 
believed to be the preliminary liga- 
ture and severing of the round liga- 
ments. The next important step is to 
sever the peritoneal reflection over 
the top of the bladder onto the wall 
of the uterus, and to wipe the bladder 
down from the anterior wall of the 
cervix and vagina until it is well below 
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the level of the lower point of the 
cervix as it rests within the vagina. 
This step helps to prevent vesico- 
vaginal fistula. Visualization of the 
ureters by complete dissection and ex- 
posure is not necessary in subtotal hys- 
terectomy as it is in total hysterec- 
tomy. With the lateral wedges of tis- 
sue well wiped down to the side of 
the uterus, the uterine arteries can be 
grasped by Ochsner clamps, placed 
high, in the oblique position, well up 
to the side of the cervix. The vessels 
are then cut on either side between the 
clamps and the cervix can be severed. 

The author does not believe that 
total hysterectomy should be done for 
fibroids, for if prolapse occurs, it per- 
mits of no very satisfactory method of 
suspension and will frequently require 
obliteration of the vagina. 

The use of the author’s method of 
coning the cervix by submucous enu- 
cleation, given up temporarily owing 
to complicating vaginal hemorrhage, 
has been resumed in moderation with 
greater efforts to control bleeding. 
Attention is drawn also to a method 
of ligation of the uterine vessels, by 
tying them in a mass ligature over the 
Ochsner clamp which grasps them, 
removing the clamp, turning the end 
down, and tying them again with the 
vessels folded upon themselves, thus 
making a double tie and eliminating 
the possibility of retraction of the ves- 
sels. 

In implantation of the round liga- 


ments in the cervical stump, in sub- 
total hysterectomy, their length 
should be preserved by severing them 
as close as possible to their point of 
entrance into the uterus, and they 
should be fixed well down into the 
cervical canal with the cervical stump 
folded over them. More than one 
stitch should grasp the round liga- 
ment and cervical canal. Care must 
be taken not to carry stitches out onto 
the side of the cervix with the danger 
of transfixing a ureter and producing a 
ureterovaginal fistula. Meticulous 
control of oozing is important within 
the broad ligaments, on top of the re- 
flected bladder, and between the blad- 
der and anterior wall of the vagina 
and cervix, from which the bladder 
has been wiped down. 

In total hysterectomy for malig- 
nant lesions, the tubes and ovaries are 
always removed. The technic of 
total hysterectomy is described in de- 
tail with emphasis on the importance 
of dissecting the ureters up to their 
point of entrance into the bladder, of 
wiping the bladder and separating the 
ureters so that they can be pulled well 
to either side for application of 
clamps to the vagina. The vagina is 
suspended by placing the round liga- 
ments across the top of the vagina, 
overlapping one against the other. 
These are sewed over with interrupted 
chromic catgut stitches, and the pelvic 
peritoneum closed over the entire 
structure. 1 reference. 11 figures. 
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Fic. 239.—Note the method of swinging the midline incision to the left of the umbilicus at 
some distance in order to preserve a good strip of the anterior sheath of the rectus muscle 
with which to make the reconstruction. 
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Fic. 240.—In this drawing is shown preliminary ligation and severing of the round ligaments 
to permit mobilization and delivery of the fibroid uterus. As a rule the round ligaments are 
sufficiently long so that this is not necessary but occasionally they are so short that severing 
them greatly facilitates the operation. It will be noted also that as the round ligaments are 
severed the attachment of the tubes and ovaries to the horn of the uterus is represented by a 
pedicle which is easily ligated when it is desirable to preserve the tube and ovary. Note the 
dotted line showing the incision which will be made in the peritoneum over the front of the 
cervix and bladder. 
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Fic. 241.—Note in this drawing that the ovarian vessels have been ligated in order to re- 
move the tubes and ovaries with the fibroid uterus, that the peritoneum over the front of the 
cervix and the bladder has been incised and that the bladder has been so wiped down with 
gauze on the finger that the whole front of the cervix is exposed. 
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Fic. 242.—In this illustration the bladder has been well wiped down at the front of the 
cervix. The point of the transection of the cervix is shown by a dotted line and two Ochsner 
clamps have been obliquely applied to the uterine vessels on either side of the cervix. 
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Fic. 243.—The incision in the front of the cervix at the line marked by dashes in Fig. 242 

has now been started. It is of such a character as to wedge out most of the contained 
cervical canal. 
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Fic. 244.—The method of enucleating the cervical canal within the cervix as the cervix is 

amputated is shown in this illustration. The method of ligating the uterine vessels is also 

shown. In 4, c, and d, note the method of turning in the stump after the first tie to so 
angulate it that the tie cannot pull off. 
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Fic. 245.—a, In this illustration is shown the method of implanting the round ligaments 

deep in the cervix, transfixing the ligaments and so inserting the cervical stitches at a deep 

level that they control oozing from the enucleation intracervically of the cervical canal. In 

illustration 4 is diagrammatically shown the depth to which the sutures are inserted in the 
coned-out cervix in order to control oozing. 
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Fic. 246.—In a is shown the final closure of the cervix after the enucleation of the canal. 

All but the last two stitches are tied. In 4 is shown the method of closing the pelvic perito- 

neum, starting at the right, covering the stump of the ovarian vessels and with interrupted 

sutures bringing the peritoneal flap from over the bladder back to meet the peritoneal flap 

reflected from the rectum. Note the small aperture to be left on either side from which 
oozing or hematoma, should it occur, can escape into the peritoneal cavity. 
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Fic. 247.—In this illustration is shown the method of dealing with the uterine vessels and 
ureters in total hysterectomy. Note exposure of the uterine vessels well out to their origin, 
and demonstration of the ureters as they pass beneath the uterine vessels and enter the bladder. 
Note that the bladder has been well wiped down beyond the end of the cervix and onto the 


anterior vaginal wall. 
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Fic. 248.—In this illustration is shown application of the two right angle clamps below the 
cervix on the upper end of the vagina and between which the vagina is cut and sterilized. 
Note the ureters dissected well down to their entrance into the bladder and safely retracted 
laterally in order that they may not be caught in the right angle clamps applied to the vagina. 
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Fic. 249.—In this illustration is shown the method of plicating the crossed round ligaments 

over the top of the sutured vagina and, as shown in Fig. 246, the pelvic peritoneum will be 

closed by continuous sutures laterally and interrupted sutures over the top of the vagina to 
completely peritonealize the pelvis. 


Illustrations by courtesy of The Surgical Clinics of North America. 
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THE TREATMENT OF URETERS INJURED DURING 
GYNECOLOGIC OPERATIONS 
Francis M. INGeRsoui and Joe V. Meics 


Harvard Medical School, Boston, Mass. 
New England J. Med. 232:335-38, March 22, 1945 


In 590 total hysterectomies and 
170 supravaginal hysterectomies done 
at the Massachusetts General Hospi- 
tal in the past 5 years, there were 8 
in which the ureter was injured; in 4 
of these cases the injury was discov- 
ered and repaired at the time of op- 
eration. In cases in which the ureter 
is incised or ligated, repair should be 
done by end-to-end anastomosis over 
a ureteral catheter. In the 1 case in 
which a ureteral catheter was not em- 
ployed, urinary fistula and pelvic ab- 
scess developed and nephrectomy was 
eventually necessary. In bilateral li- 
gation of the ureters, bilateral neph- 
rostomy is indicated to preserve renal 
function. If the ureter is resected, 
end-to-end anastomosis is usually im- 
possible. Transplantation of the ure- 
ter into the bladder is the method of 
choice in these cases. But if the re- 
section of the ureter is high, uretero- 
sigmoidal anastomosis may be neces- 
sary. Skin ureterostomy is also a sim- 
ple procedure that may be used to 


preserve kidney function. In 1 of the 
cases reported, ligation of the ureter 
was done with good results. 

If injury to the ureter is not recog- 
nized at the time of operation, a ure- 
terovaginal fistula usually results. 
Such fistulas may close spontaneously. 
In some elderly women with sepsis, a 
nephrectomy is indicated, if the func- 
tion of the opposite kidney is satis- 
factory. In other cases where the 
fistula develops late and there is little 
sepsis, transplantation of the ureter 
into the bladder or into the intestine 
(if the fistula is high) gives the best 
results. If ligation of the ureter at 
operation is not discovered at the time 
and does not cause ureterovaginal 
fistula, diagnosis is difficult. All pa- 
tients who have suspicious symptoms 
following hysterectomy — especially 
pain in the costovertebral angle— 
should be carefully watched, and an 
intravenous pyelogram made if neces- 
sary. 


THE DIAGNOSIS OF ACUTE SURGICAL DISEASES OF 
FEMALE PELVIS AND LOWER ABDOMEN 


WivuiaM J. Carrincron (Lt. Col., M.C., A.U.S.) 
J.A.M.A, 128 :434-37, June 9, 1945 


In the hope of improving the accu- 
racy of preoperative diagnoses in acute 
surgical lesions of the pelvis and ab- 
domen in women, at least in the At- 
lantic City Hospital, a study of in- 
accuracies and errors in that institu- 
tion was begun in 1936. At the end 
of 5 years a preliminary report was 


made to the Medical Society of New 
Jersey. This paper is based on the 
results of the original 5-year period 
together with those of the following 
year. After the war the apocryphal 
results will be compared with those of 
a similar period. 

The significance of clinical observa- 
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tions is discussed, including posture, 
temperature, pulse, and respirations. 
The localization of tenderness is of 
the utmost importance. Other im- 
portant clinical signs include cutane- 
ous hyperesthesia, muscle spasm, and 
rebound tenderness. A readily palpa- 
ble, rounded mass low in an acutely 
inflamed abdomen suggests a solid or 
cystic tumor with a twisted pedicle. 
Abdominal auscultation may reveal 
obstruction, peritonitis or hemor- 
rhage. More errors were committed 
by neglecting the pelvic examination 
than by omitting all other diagnostic 
procedures combined. 

Among the laboratory aids of value 
are urinalysis, leukocyte picture, 
hemoglobin, sedimentation rate, and 
blood cultures. The impression from 
a review of 1,932 cases is that many 
mistakes could have been avoided if 
clues in the histories had been fol- 
lowed. Sign-posts which pointed the 
way were disregarded. If the onset 
occurs at the time of menstruation, 
the reproductive organs may or may 
not be the site of the lesion. Appendi- 
citis, acute or chronic, occurs more fre- 
quently when there is pelvic conges- 
tion. There is delayed or missed men- 
struation in 85 per cent of ectopic 
pregnancies. Fever and chills follow- 
ing childbirth or. abortion suggest pel- 
vic cellulitis. Dysmenorrhea which 
begins late in menstrual life in the 
third decade, which becomes more dis- 
tressing each month, which is seen in 
women in the upper walks of life who 
have used contraceptives and vaginal 
tampons, is usually due to endometri- 
Osis. 

In appendicitis and strangulated 
hernia the constipation is more abso- 
lute, but 15 per cent of appendicitis 
patients have diarrhea, and most of 
these die. If food, fluid or physic is 


given a patient with appendicitis, the 
pain becomes intolerable and recovery 
difficult and doubtful. Colpotomy is 
useful in ectopic pregnancy with slow 
bleeding. 


REFERENCES TO CURRENT ARTICLES 

Irradiation Failures in Early Cervical Can- 
cer: Improved Irradiation or Return to 
Surgery’ Franz Buschke and Simeon 
T. Cantril, Seattle, Wash. Am. PR 
Roentgenol. 54:60-69, July 1945. 
(Presents a review of results obtained in 
early cancer of the cervix in the authors’ 
practice as compared with the results ob- 
tained by operation as reported by Meigs 
and “laussig. “The authors conclude 
from this study that improvements in the 
technic of radiation therapy and careful 
adaptation of the procedure to the indi- 
vidual requirements of each patient will 
probably save more patients than a re- 
turn to surgery in early cases of carci- 
noma of the cervix. However those who 
use radiation therapy in these cases 
should be grateful to the surgeons for 
awakening them from “satisfaction with 
past accomplishments” and for stimulat- 
ing the desire for improvement. 14 ref- 
erences. 5 tables.) 

Failure of Cure of Pelvic Infections Fol- 
lowing the Use of Penicillin. Thomas 
B. Marwil (Lt. Comdr., M.C., U.S. 
N.R.). Am. J. Surg. 168:336-67, June 
1945. (A study of 15 cases of acute 
and subacute pelvic infection in white 
females from 20 to 25 years of age. 
Treatment consisted in a full course of 
sulfadiazine followed by penicillin. The 
dose of penicillin was 500,000 to 600,- 
000 Oxford units. If no relief was ob- 
tained by this method 2 additional 
courses with the same dosage were ad- 
ministered. Patients were kept in bed 
on a high caloric diet and given hema- 
tinics when indicated. These cases con- 
tinued to show signs of chronic infection 
in spite of treatment. The infections in- 
cluded gonococci, staphylococci, hemo- 
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lytic streptococci and anaerobic strepto- 
cocci. Failure may have been due to 
presence of penicillin-resistant bacteria 


or to anatomic lesions preventing the 
solution from reaching all portions of the 
lesion. ) 


40. Vascular Surgery 


See Index for Related Articles 


41. Arteries 
EXPERIENCES 


WITH SYMPATHECTOMY IN PERIPHERAL 


LESIONS 


James A. Kirtvey, Jr. (Lt. Col., M.C., 


A.US.) 


Ann. Surg. 122:29-38, July 1945 


In an Army General Hospital in a 
Theater of Operations 41 lumbar 
ganglionectomies were done on 36 pa- 
tients; 2 other patients admitted to 
the hospital had had lumbar ganglio- 
nectomies done in forward hospitals 
before admission, making a total of 
43 sympathectomies in 38 patients. 

There were 23 operations on 17 pa- 
tients with “trench feet”; the chief 
symptoms in these cases were cold, 
clammy feet, with or without swell- 
ing; cyanosis, especially when the feet 
were dependent; diminished or absent 
peripheral pulsations; gangrene of 
toes or ulceration of the skin (9 pa- 
tients); trophic changes of skin and 
nails; excessive sweating from pearly 
white, papular lesions of the feet; 
pain on weight bearing or tenderness 
on palpation. Approximately 50 per 
cent of these patients were returned to 
duty within a month after sympathec- 
tomy. The best results were obtained 
in patients with severe hyperhidrosis 
with maceration and secondary infec- 
tion. In patients with painful feet, 
pain on weight bearing was usually 
not relieved, although the feet be- 


came hot, dry and flushed with strong 
arterial pulsations after operation. 

Lumbar ganglionectomy was done 
in 10 patients with injury of a major 
artery; 5 of these patients required 
amputation. The best results were ob- 
tained in late cases with claudication 
and coldness of the feet after ligation 
of the femoral artery. The author 
considers that early sympathectomy is 
indicated in traumatic injuries involv- 
ing arteries of the extremities, espe- 
cially the popliteal artery. In some 
cases this procedure may render am- 
putation unnecessary; in others, it 
may permit amputation at a lower 
level. It is also of marked value in 
cases of intermittent claudication fol- 
lowing arterial ligation after arterial 
injury. 

In 6 patients with severe vasospasm 
following wounds or burns, lumbar 
ganglionectomy gave good results; 
the edema was decreased in all cases, 
and the foot became warm and dry. 
In one patient with obliterative vascu- 
lar disease, lumbar ganglionectomy on 
both sides gave excellent results. 

Sympathectomy was done for se- 





QO nem fF FF aR, 


th 


- ec = 





he 
he 


ne 
jor 


»b- 
ion 
ion 
10r 


rial 


ism 
bar 
Its; 
ses, 
iry. 
;cu- 


yon 





QUARTERLY REVIEW OF SURGERY 139 





vere causalgia in 2 cases. One of these 
patients was greatly relieved, the oth- 
er showed moderate improvement. 
In all but a few of these cases, pre- 
ganglionic sympathectomy limited to 
the 2nd and 3rd lumbar ganglia was 
done; in a few cases, the 4th lumbar 
ganglion was also removed. Where 
both sides were operated on, the sec- 
ond operation was done about 10 days 
after the first. 
REFERENCE TO CURRENT ARTICLE 
Spontaneous Rupture of the Axillary Ar- 
tery. Fordyce B. St. John, John Scud- 


42. Veins 


der and Dorothy L. Stevens, New York, 
N. Y. Ann. Surg. 121:882-90, June 
1945. (Spontaneous rupture of the right 
axillary artery followed slight exertion in 
a boy of 15 years. A study of the ves- 
sel revealed a histological malformation 
in the arrangement of various compo- 
nents of the arterial wall. ‘The etiology 
of these changes was obscure. The 
term “arterial myopathy” is suggest- 
ed to designate these changes, apparent- 
ly due to primary developmental defect 
or secondary loss of medial musculature. 
The boy died 26 hours after the explora- 
tory operation. ) 


LIGATION OF THE INFERIOR VENA CAVA 


Ropert QO. NorrHway and Ropert W. Bux Ton 


Ann Arbor, Mich. 
Surgery 18:85-94, July 1945 


An attempt is described to deter- 
mine the more important pathways 
by which blood is returned to the 
heart following ligation of the inferi- 
or vena cava below the renal vein. By 
means of plexuses about the vertebral 
column, plus the free anastomoses 
about the point of obstruction, there 
was ready filling of the vena cava 
above the obstruction, of the azygos 
system, the intercostal veins and the 
superior vena cava. 

The inferior vena cava was the site 
of election of vein ligation in 10 pa- 
tients. In 3 patients saphenous liga- 
tion had been done at an earlier date. 
In 1 patient a femoral vein ligation 
above the level of the profunda fe- 
moris branch had been done, and in 
another, ligation of the right ovarian 
vein was carried out at the time of 
caval ligation. No anticoagulants 
were used. Five of the 10 patients 
had had chronic recurring ulcerations 





of the lower extremities prior to caval 
ligation. Three patients had low back 
pain. Distention of the superficial 
lower abdominal veins was remark- 
able in 3 patients. The patients were 
from 27 to 74 years of age. Three 
patients presented themselves because 
of multiple, recent pulmonary emboli 
(one of these also had chronic, recur- 
ring leg ulcer and edema), 4 because 
of chronic edema of the legs with 
ulceration, 2 because of painfully 
swollen legs without ulceration, and 1 
because of epigastric pain associated 
with phlebothrombosis. 

In each instance, the inferior vena 
cava was exposed just about its bifur- 
cation through a right transverse in- 
cision at the level of the umbilicus, 
and in each instance the entire ex- 
posure was retroperitoneal. Various 
types of ligature material were used, 
including No. 1 black silk, No. 1 
chromicized catgut, and 14-inch cot- 
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ton umbilical tape. The latter mate- 
rial was used most frequently. In 
only one instance was the vena cava 
transected following ligation. In the 
remainder of the cases, the vessel was 
ligated in continuity. Postoperative- 
ly, compression bandages were kept 
continuously about the lower extremi- 
ties and the patients were encouraged 
to move about freely in bed. External 
supports were advised in all instances 
until no further edema was present in 
the legs after sustained activity. 

A varying degree of swelling oc- 
curred after operation and increased 
to varying degree after mobilization 
was begun. A mild flare-up of the 
thrombotic process was noted in 2 pa- 
tients during the course of their con- 
valescence, and in a third patient this 
process was quite severe, involving 
not only the superficial but the deep 
venous channels. Ligation of the in- 
ferior vena cava is attended by a vari- 
able but usually marked increase in 
the venous pressure in the lower ex- 
tremities. In 2 patients this necessi- 
tated numerous ligations of promi- 
nent varicose veins in the legs, and in 
another, ligation of the enlarged 
thoraco-epigastric veins. 

The chronic supramalleolar ulcers 
present in 5 patients showed a varied 


LIGATION OF 


THE INFERIOR VENA CAVA IN THE 


response to caval ligation. All pa- 
tients are still wearing external sup- 
ports, elastic knee-length hose or 
elastic bandages. By this means the 
edema of the legs is well controlled. 
An adequate collateral circulation may 
not be.expected in individuals with a 
long-standing thrombosis of the deep 
venous system of the lower extremi- 
ties, in less than 12 months after liga- 
tion of the inferior vena cava. How- 
ever, the clinical appearance of edema 
is easily prevented and controlled by 
the use of elastic external supports. 
The degree of immediate postopera- 
tive edema is minimal. This is in con- 
trast to the sometimes severe and pro- 
found swelling which occurs occasion- 
ally after femoral vein ligation. The 
authors feel that the degree of imme- 
diate postoperative edema, and prob- 
ably its duration, is greatly lessened 
as higher levels of venous ligation are 
carried out. The operative procedure 
was well tolerated by these patients 
and no fatalities have occurred. 1 ref- 
erence. 6 figures. 

[The feasibility of vena caval ligation is 
further shown by the fact that this pro- 
cedure has been used in 24 cases by the 


Gynecological and Surgical Staffs at Tu- 
lane University with only one fatality.— 


Ep. | 


PREVEN- 


TION AND TREATMENT OF PULMONARY EMBOLISM 


E. Evererr 
School of Medicine, Boston, Mass. 
232:641-46, May 31, 


Boston Univ. 
New England J. Med. 

In a large series of cases in which 
division of deep veins has been done, 
two indications for ligation of the in- 
ferior vena cava have been found. 
The first indication is a synchronous 
propagating thrombosis in both legs 
extending to the inguinal ligaments or 


O’ NEIL 
1945 


beyond, or a phlebothrombosis in one 
leg extending to the groin occluding 
the main vein and later involving the 
opposite leg and thigh. The second 
indication is the occurrence of pul- 
monary infarction without local evi- 
dence of thrombosis; a division of the 
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femoral vein may be done in such 
cases, but if emboli continue to recur 
and their source cannot be determined, 
interruption of the vena cava is indi- 
cated. It has been found that ade- 
quate collateral circulation is estab- 
lished after ligation of the inferior 
vena cava. 

Exposure and ligation of the vena 
cava are not so difficult when done as 
an elective procedure on the above 
indications as when used as an emer- 
gency procedure. While in cases of 
septic thrombosis of the deep pelvic 
veins, the approach to the vena cava 
is always transperitoneal, this is not 
true in aseptic thrombosis or phlebo- 
thrombosis. Either one of two inci- 
sions may be used. The first is that 
commonly employed in exposing the 
right iliac vessels, approximately 
parallel to the inguinal ligament ex- 
tending laterally through the flank. 
The second incision is higher in the 


VENOUS T 


flank and is the same as that common- 
ly used for lumbar sympathectomy. 
It gives ready access to the vena cava, 
and the author considers it to be the 
preferable route. Ligation of the in- 
ferior vena cava is done with 2 heavy 
braided-silk ligatures, which are 
placed 2 to 3 cm. apart. This ligation 
is sufficient without either opening or 
dividing the vessel. 

This operation has been done in 8 
cases in the author’s series, in 5 be- 
cause of thrombotic involvement of 
both lower extremities, in 3 because of 
the occurrence of pulmonary embo- 
lism without demonstrable source. 
The results were satisfactory in all 
cases; some patients reported “mini- 
mal discomforts” after operation, but 
there were no serious untoward ef- 
fects. Edema of the legs did not occur 
as frequently as after division of the 
femoral vein, and usually cleared up 
completely. Four illustrative cases 
are reported. 2 references. 7 figures. 


THROMBOSIS AND PULMONARY EMBOLISM: 


FURTHER EXPERIENCE WITH THROMBECTOMY 
AND FEMORAL VEIN INTERRUPTION 


ARTHUR W. 


ALLEN, Rospert R. Linron and Gorvon A. DoNnALpson 


Boston, Mass. 
J.A.M.A. 128:397-403, June 9, 1945 


Bilateral femoral vein interruption 
is a safe procedure which can be car- 
ried out on extremely ill patients and 
will prevent massive fatal pulmonary 
embolism. This operation should be 
carried out (1) on patients who have 
developed nonfatal pulmonary em- 
bolism, even though no positive signs 
of venous thrombosis in the legs can 
be detected, and (2) on any patient 
who develops phlebitis, as evidenced 
by pain, tenderness, swelling in the 
lower extremities, dilated superficial 
veins or pain in the calf muscles when 


the foot is forcefully dorsiflexed 
(Homan’s sign). It is rare that all 
these signs are present, so that the de- 
cision to operate may depend on one 
or two criteria. 

Bilateral femoral vein interruption, 
if any is done, is indicated on all pa- 
tients except on very rare occasions. 
This is because in a number of in- 
stances thrombus formation has been 
found present in the apparently nor- 
mal unaffected extremity. Femoral 
vein interruption has been used pro- 
phylactically without harm for a few 
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elderly patients with intertrochanteric 
fractures of the hip and in some re- 
quiring major abdominal surgery for 
cancer. Every attempt should be 
made to make the diagnosis of throm- 
bophlebitis before the femoral and 
iliac veins have become involved, since 
by early treatment the postoperative 
sequelae are reduced. 

In cases with femoral-iliac throm- 
bosis, the mechanical removal of 
thrombus from the vein by aspiration 
has been demonstrated to be a safe 
procedure. It should be done as early 
as possible after the thrombosis has 
been diagnosed. This reduces the 
pain and swelling in the leg and has- 
tens the recovery, in addition to pre- 
venting massive fatal pulmonary em- 
bolism. No deaths have occurred in 
the group of 464 cases reported as the 
result of femoral vein interruption. 
The morbidity of thromboembolic dis- 
ease is tremendously reduced by this 
operation. Two cases are reported in 
detail. 12 references. 6 figures. 
REFERENCES TO CURRENT ARTICLES 
Ligation of the Inferior Vena Cava for 

Pneumonic Thrombophlebitis. Howard 

M. Kern and Edgar Berman, Balti- 

more, Md. Am. J. Surg. 69:120-24, 


July 1945. (A case of empyema, septi- 
cemia, femoroiliac and inferior vena cava 
thrombophlebitis following lobar pneu- 
monia due to pneumococcus type II, 
failed to respond to chemotherapy, but 
the patient was cured by the combined 
procedure of ligature of the vena cava 
above the thrombus and the administra- 
tion of penicillin. Convalescence was 
very definitely shortened by the surgical 
intervention and the danger of embo- 
lism, minor or fatal, was eliminated. It 
is emphasized that ligature of the vena 
cava is a simple procedure and _ possible 
without shock to the patient when the 
vessel is approached through the retro- 
peritoneal route. The edema of the 
affected leg will clear more quickly and 
the swelling of the unaffected leg will 
not be alarming or disabling and will 
disappear 2 to 3 months after operation. ) 

Traumatic Aneurysm of the First Portion 
of the Left Vertebral Artery. Carl J. 
Heifetz, St. Louis, Mo. Ann. Surg. 
122:102-10, July 1945. (Reviews the 
literature on aneurysm of the cervical 
portion of the vertebral artery, and re- 
ports a case of aneurysm of this portion of 
the left vertebral artery resulting from a 
stab wound. Proximal ligation failed to 
control the blood flow; but the use of 
autogenous muscle transplants directly 
into the sac resulted in a complete cure. 
12 references. 3 figures.) 


43. Orthopedic Surgery 


REFERENCES TO CURRENT ARTICLES 
Abnormality of the Calcaneus as a Cause 
of Painful Heel: Its Diagnosis and Oper- 
ative Treatment. A. Fowler and J. F. 
Philip. Brit. J. Surg. 32:494-98, April 
1945. (These cases are divided into 2 
groups, one in which there is a definite 
bursa lying superficial to the tendo Achil- 
lis. When this sac is excised there is no 
recurrence. In the other type there is 
no actual excisable bursa but a thick tis- 
sue superficial to the tendon, a reaction 





to chronic infection. In these cases re- 
currence is the rule. 
amination in 


culiar shaped os calcis. 


Lateral x-ray ex- 
these cases showed a pe- 
The abnormal 
redundant bone must be removed to pre- 
vent recurrence. The authors use a cen- 
tral approach with partial division of the 
central part of the tendon right above 
its attachment to the bone.) 


An Operation for Paralysis of the Serratus 


Anterior. Donald C. Durman, Sagi- 
naw, Mich. J. Bone & Joint Surg. 
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27:380-82, July 1945. (The lower 
third of the pectoralis major muscle is 
split and the tendon of insertion divided 
close to the bone, thus mobilizing the 
muscle. A hole is drilled through the 
posterior surface of the angle of the 
scapula. A strip of fascia lata is removed 
and rolled around the tendon of the pec- 
toralis major to form a tube overlapping 
the tendon by 1 inch. It is then sutured 
and the tube is passed from the anterior 
to the posterior incision over the tip of 
the scapula. It is looped through the 
hole in the scapula, pulled taut and su- 
tured upon itself. The arm is mobilized 
at the side, and cautious movement may 
be started in 3 weeks. Good results were 
obtained in 2 cases by this method. ) 


Correction of Poliomyelitic Deformities 
with Frothed Latex Prostheses. Adolph 
M. Brown, Chicago, Ill. J. Bone & 
Joint Surg. 27:513-17, July 1945. 
(Description of technic for making 
frothed latex prostheses to correct thin- 
ness of the limb due to poliomyelitis. 
Negative impressions are taken of both 
the normal and affected limb, filled with 
alpha gypsum and the negative portions 
discarded. The positive model of the 
normal limb is used as a model for re- 
construction of its mate, which is then 
molded with sculptor’s clay to the shape 
required, with allowance for shrinkage. 
A two-piece mold is built about the cor- 
rected model, a cast made and then 
pried open, the model removed and the 
cast filled with the frothed latex. The 
prosthesis thus made 1s light, elastic and 
comfortable. ) 

Orthopedic Surgery in the U.S.S.R. Va- 
sili D. Chaklin, Moscow. Am. Rev. 


Soviet Med. 2:388-95, June 1945. (A’ 


review of the methods employed during 
World War II in the Russian Army in 
the treatment of war injuries of the 
bones and joints and their sequelae, in- 
cluding fractures, joint injuries, spine in- 
juries, contractures, associated peripheral 
nerve injuries, and amputation stumps. ) 
The Treatment of War Injuries of the 
Skeletal System. Philip D. Wilson, 


New York, N. Y. Am. Rev. Soviet 
Med. 2:395-406, June 1945. (Dis- 
cusses methods of treatment of injuries 
of the skeletal system in war as used in 
the United States Army in combat zones, 
and also methods of surgical reconstruc- 
tion for the sequelae of such wounds 
when the wounded are returned to the 
United States. The latter group in- 
cludes chronic bone infections, ununited 
and malunited fractures, joint and nerve 
injuries, amputations, and rehabilita- 
tion. ) 


Orthopedic Surgery in the U.S.S.R. and 
U.S.A. T. F. Cooper (Capt., M.C., 
U.S.N.). Am. Rev. Soviet Med. 2: 
406-407, June 1945. (A discussion of 
the papers of Drs. Chaklin and Wilson, 
pointing out certain differences in the 
practice in the two countries, although 
in general the methods are closely paral- 


lel. ) 


Mono-Articular Osteo-Arthritis of the Hip: 
Treatment by Acid Injections. W. 
Grant Waugh. Brit. M. J. 1:873-74, 
June 23, 1945. (Reports the treatment 
of osteoarthritis of the hip by acid in- 
jections. An injection of 15 to 20 cc. of 
a solution of lactic acid with a pH of 
5.8, with procaine, is given in and 
around the joint each week; this is fol- 
lowed by gradual manipulation and 
flexion-abduction-extension exercises car- 
ried out by the patient, but without 
weight bearing. Of 26 patients treated 
in 1942, 5 showed extreme loss of joint 
space in the radiograms; this is the chief 
contraindication to the acid injection 
treatment, and this treatment was not 
attempted in these 5 cases; oblique osteot- 
omy was done in 2 of these patients with 
satisfactory results. ‘Three patients failed 
to continue treatment after | or 2 injec- 
tions. Of the remaining 18 patients, 4 
were in-patients; 3 of these are almost 
completely free from symptoms and able 
to carry on their usual occupations; the 
results are poor in 1 case. Of the 14 
patients treated as out-patients, only 3 
show poor results. The remainder are 
able to work, in some cases to do heavy 
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physical work, without pain, although 
showing some limitation of movement 
of the joint. —T'wo of these patients, who 
had some recurrence of pain, returned 
for, a second series of 6 injections, which 
gave complete relief. 5 references. 1 
table. ) 

Pathology of Ruptured Plantaris. G. Blun- 
dell Jones (Capt., R.A.M.C.). Brit. 
M. J. 1:876, June 23, 1945. (In the 
case reported, rupture of the plantaris 
was caused by indirect violence due to 
dorsiflexion of the ankle in a motorcycle 
accident. The plantaris tendon was 

pulled out of the wound by gentle trac- 

tion and with it half the muscle belly 
that was ruptured transversely; the 


44. Fractures 


lower end of the tendon was detached 
and the whole removed. Pain in the 
calf persisted for 2 to 3 weeks; dorsi- 
flexion of the ankle beyond a right angle 
was painful for 4 weeks; it was relieved 
by raising the heel of the boot. Physical 
therapy was employed, with local infil- 
tration of novocaine in the early stage. 
The author has seen 8 cases of plantaris 
rupture in healthy young persons, result- 
ing from sports injuries or injuries of the 
type in the case reported. The anatomi- 
cal characteristics of the plantaris muscle 
with short muscle belly and long tendon 
result in subjecting the muscle to greater 
tension than the other calf muscles when 
there is forced dorsiflexion of the ankle.) 


A CONTINUOUS TRACTION SCREW FOR FIXATION OF 
FRACTURES OF THE HIP: REVIEW OF 23 CASES 


HERBERT VirGIN, JR. and W. RussELL MacAusLanp 


Miami, Fla. 


Ann. Surg. 122:5 


A traction screw for fixation of frac- 
tures of the hip has been designed by 
one of the authors ’( Virgin). It may 
be made of stainless steel or vitallium. 
The leading end of the instrument is 
made of deep cutting threads, which 
are thin with the roots cut deep, giv- 
ing the screw great holding power. 
The edge of the last large thread is 
designed to cut backward to facilitate 
removal of the screw. On the lower 
end of the shaft are a washer, a spring 
and a nut (in this order from above 
downward). The spring collapses 
within itself so that it takes up a mini- 
mal amount of space, but it exerts a 
ten-pound continuous pull, providing 
for a take-up of 5¢ inch. The washer 
protects the cortex from the sharp 
edges of the spring and spreads out 
the traction force. The nut allows for 


Boston, Mass. 


9-67, July 1945 


adjustment of length during fixation 
and also provides for a take-up, mak- 
ing it possible to tighten and reactivate 
the spring if absorption of the femoral 
neck totals more than 5% inch. The 
end of the shank is squared to adjust 
to a tap wrench chuck, but the threads 
are continued to the end of this 
squared-off section. 

The technic of introducing this 
screw is essentially the same as for 
the insertion of other fixation agents; 
the direction and position of the screw 
are checked by roentgenograms 
throughout the process. Spinal anes- 
thesia is employed. With the patient 
lying on his back, the leg is rotated 
internally until the femoral neck is 
parallel with the plane of the table, 
and the horizontal plane through the 
femoral head cuts through the center 
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of the neck and the greater trochanter. 
The skin and subcutaneous tissues are 
divided longitudinally, and the peri- 
osteum is divided with a periosteal 
elevator to expose the cortex. For de- 
termining the site of the entry of the 
drill, the junction of the greater 
trochanter and the upper end of the 
femoral shaft is determined; an arc 
extends upward and outward from the 
shaft toward the greater trochanter 
and a line drawn through the center 
of the femoral head cuts the center of 
the arc perpendicularly. The drill 
(1% inch) is used to make an aperture 
at this point at the center of the arc. 
The threads of the screw are inserted 
into the drill-hole, and the screw 
turned until the leading threads are 
within the confines of the bone (as 
shown in the roentgenogram ). An ad- 
justment of the position of the screw 
can be made for as much as 30 degrees 
by manual force. When the screw is 
turned into its final position, the lead- 
ing cutting thread is stopped about 
Y% inch from the apex of the head. 
When the screw is correctly adjusted 
the fracture line lies on the shank of 
the screw, which is smooth and pol- 
ished. If absorption occurs the shank 
can slide or be backed out. The ex- 
tremity is moved in all directions to 
demonstrate that motion is free and 
fixation is firm. 

The patient is allowed to move 
about in bed, and on the third day ac- 


tive motion is begun by having the 
patient sit on the bed and extend the 
knee. The use of a wheel chair is 
begun at about this time. At the end 
of the first week, the patient begins to 
walk with crutches, but keeping the 
foot on the injured side off the floor. 
“Unqualified” weight-bearing is al- 
lowed when roentgenograms show 
good bony union. The screw may 
then be removed without difficulty. 

In a 5-year period up to March 
1943, this continuous traction screw 
has been used in the treatment of 23 
cases of fracture of the hip. The ages 
of the patients ranged from 43 to 89 
years, 6 being over 80 years of age 
and 8 in the seventies; 19 patients 
were women. There were complicat- 
ing conditions in 8 cases, including 
previous cerebral hemorrhages in 3 
cases. Four patients died within 6 
months after operation (1-a few days 
after operation) from some complica- 
tion. Two have not reported for a 
follow-up roentgenological examina- 
tion. Of the remaining 17 patients, 
12 show excellent or good results ac- 
cording to accepted standards. In 3 
cases the results were fair; nonunion 
with poor function resulted in 2 cases. 
Bony union took place in 13 cases (1 
of these patients had a painful hip). 
There was appreciable necrosis of the 
femoral head in 2 cases. The spring 
device was effective in maintaining 
apposition of the fragments in all 
cases. 5 references. 5 figures. 
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THE TREATMENT OF CERTAIN TYPES OF FRACTURES: 
WITH A V2A STEEL NAIL IN THE MEDULLARY 
CAVITY (THE KUNTSCHER METHOD) 

B. M. ‘Torpor and E. J. Moeys 


Nymegen, The Netherlands 
J.A.M.A, 128:792-94, July 14, 1945 


The best type of fracture for treat- 
ment by the Kiintscher method is the 
transverse one in the diaphysis. The 
nail in these cases gives a very exact 
reduction without chance for displace- 
ment. A few days after the operation 
—which should be done as soon as 
possible after the accident—the pa- 
tient is able to walk about and to leave 
the hospital. Particularly in elderly 
people this means a great advantage 
as it prevents a stiffening of the joints, 
atrophy of the muscles, decubitus and 
hypostatic pneumonia. The exact re- 
duction of the transverse fracture with 
its frequent great displacement of the 
fragments and the quick mobilization 
form the best indication for the use 
of the Kiintscher nail. In the more 
oblique type of diaphysial fractures 
only the exact reduction is in some 
cases already an indication. For com- 
pound fractures—if treated within the 
time limit of 6 to 10 hours—the same 
indications are of value. Excellent 
results are also reached in the treat- 
ment of pseudarthroses, provided the 


fibrous tissue is removed and fresh 
bone surfaces are approximated. 

A complete set of instruments and 
a large collection of nails, an excellent 
X-ray equipment, reduction frames and 
an extensive experience are needed. 
X-ray controls in connection with the 
formation of callus must be made at 
regular intervals to determine the 
date of the removal of the nail. The 
authors operated with excellent re- 
sults on 21 closed fractures of the 
femur, 5 of the tibia, 2 of the hu- 
merus, 2 of both radius and ulna, 2 
of the fibula and 2 of the olecranon. 
Also, in the spiral type of fracture the 
result may be excellent, as likewise in 
cases of fracture at the lower and dia- 
physial end of both tibia and fibula, 
and in rare cases of epiphyseal frac- 
ture. No case of osteomyelitis was 
noted in this series, probably owing to 
the use of sulfanilamide both locally 
and generally. Even in late cases of 
compound fractures the method may 
prove to be of value. 3 references. 7 
figures. 


THE TREATMENT OF MALUNITED COLLES’S FRACTURES 


J. S. SPEED and Ropertr A. KNIGHT 
Memphis, Tenn. 
J. Bone & Joint Surg. 27:361-67, July 1945 


In a study of 60 cases of malunited 
Colles’s fracture in which surgical 
procedures have been employed, it is 
evident that no one type of corrective 
procedure is applicable in all instances. 
The type of procedure employed 


varies with the type of deformity and 
the degree of displacement. The ob- 
jectives to be obtained by surgical cor- 
rection are: (1) restoration of the part 
to as near its normal anatomy as pos- 
sible; (2) improvement in the func- 
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tion of the part by compensatory pro- 
cedures, such as resection of the distal 
end of the ulna; and (3) improve- 
ment in the appearance of the wrist 
itself. 

The radial (lateral) approach to 
the distal end of the radius was em- 
ployed in the earlier cases included in 
this study. However, the dorsal ap- 
proach is more satisfactory, because 
the fracture site is more easily ex- 
posed, and a more complete and direct 
view of the fracture is thus obtained. 
The approach is made in a longitu- 
dinal direction in line with Lister’s 
tubercle, and usually extends for a 
distance of 2 to 3 inches (5 to 8 cm.). 
It should be of adequate length, be- 
cause a short exposure, even though 
it may be more satisfactory cosmeti- 
cally, entails more vigorous retraction 
during the operation, and thus a 
greater local postoperative reaction 
ensues. The incision is extended 
through the deep fascia, and is carried 
down laterally between the exten- 
sores carpi radialis longus and brevis 
and the extensor pollicis brevis, and 
medially between the extensores polli- 
cis longus and digitorum communis. 
Care is taken to avoid injury to the 
tendons and to expose the bone sub- 
periosteally. 

If excision of the ulna is indicated, 
a medial longitudinal approach is em- 
ployed with subperiosteal exposure of 
the distal one to one and one-fourth 
inches of the ulna. The distal end of 
the ulna, including the styloid process, 
is excised by using bone-biting forceps, 
small rongeurs, and small, sharp 
osteotomes. Cases in which the de- 
formity consists chiefly of some dor- 
sal tilting of the distal articular sur- 
face of the radius, associated with lit- 
tle or no radial shortening, and with 
no appreciable involvement of the dis- 


tal radio-ulnar joint, are usually 
treated by a simple osteotomy of the 
radius without internal fixation. 
Twenty-three such operations were 
done with satisfactory results in most 
instances, though there was partial re- 
currence of the deformity in approxi- 
mately 20 per cent of the cases. 


In cases of malunion with broaden- 
ing of the wrist due to radial shorten- 
ing and associated prominence of the 
ulnar head, the procedure described 
by Campbell was used with good re- 
sults. It consists of an osteotomy of 
the malunited radius at the old frac- 
ture site, a resected oblique portion of 
the prominent ulnar head being util- 
ized as a graft to maintain reduction 
of the fracture. Improvement from a 
cosmetic standpoint results, but radial 
length was not always completely re- 
stored by this procedure. 

In many cases of malunion with 
more severe deformity than can be 
adequately corrected by either of the 
above procedures, a homogenous or 
autogenous intramedullary bone peg 
for maintenance of the reduction of 
the osteotomized radial fragments has 
proved satisfactory. An intact, or at 
least satisfactory, distal radial surface 
is essential. This procedure has also 
been found useful in fresh and mal- 
united reversed Colles’s fractures, and 
fractures of the radial styloid with 
dorsal subluxation of the carpus. 

In one case in this series, internal 
fixation by means of an intramedul- 
lary bone peg did not prevent re- 
currence of the deformity following 
osteotomy. In this instance the prob- 
lem was solved by utilizing a portion 
of the resected distal end of the ulna 
as a dorsal onlay graft, the graft being 
fixed by 2 vitallium screws. The re- 
sult following this procedure was 
quite satisfactory from both a func- 
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tional and a cosmetic standpoint. In 
another instance a dual graft was ap- 
plied. The pincers effect of the dual 
graft made possible the grasping of 
the distal osteoporotic fragment, and 
gave stability which could not other- 
wise have been obtained. 

In cases of severe malunion with 
marked deformity, where the radial 
fracture is situated close to the articu- 
lar surface, and where there is marked 
osteoporosis or severe comminution of 
the distal radial fragment, wrist fu- 
sion is the logical solution to the prob- 
lem. In cases of malunion the chief 
source of disability is an inferior 
radio-ulnar traumatic arthritis, fol- 
lowing a long-standing derangement 
of this joint, or following an incom- 
pletely reduced radial fracture which 
enters into the joint. If the reduction 
of the radial fracture is satisfactory, 
and the traumatic arthritis is the ma- 
jor source of disability, resection of 
the distal end of the ulna will suffice. 
In young adults and children it is 
wise to excise the ulna extraperios- 
teally, since bone reformation has oc- 
curred in some instances. Postopera- 
tive care following surgical correction 
of a malunited Colles’s fracture is 
quite similar to the postreduction care 
of a fresh fracture. Immobilization 
of the wrist should be maintained 
until union is complete, both clinically 
and roentgenographically, for other- 
wise recurrence of the deformity must 
be anticipated. 2 references. 17 fig- 
ures. 


REFERENCES TO CURRENT ARTICLES 


Double Skeletal Traction in Battle Frac- 
tures of the Lower Femur. Joseph 
Modlin (Capt., M.C., A.U.S.). Bull. 


U.S. Army Med. Dept. 4:119-20, July 
1945. (Describes a method of double 
skeletal traction for fracture of the lower 


femur. A Kirschner wire or Steinmann 


pin is placed in the tibia at the level of 
the tubercle; a second Kirschner wire is 
placed through the distal femoral frag- 
ment, near the level of the upper border 
of the patella. With the usual methods 
of skeletal traction, 25 pounds traction 
is used for the tibial wire, applied in the 
long axis of the temur, and 10 pounds 
traction in an anterior (upward) direc- 
tion of the femur is used for the femoral 
wire, at about right angles. Daily x- 
rays are taken, and the amount of trac- 
tion varied according to the findings. 
In 23 cases of battle fractures in which 
this method there has 
been no infection at the site of insertion 
of the femoral wire, 
have been good. 


has been used, 
and the end results 


4 figures. ) 


Use of Hanging Casts in Compound Frac- 
tures of the Humerus. H: arry B. Macey 
(Lt., M.C., U.S.N.R.). U.S. Nav. M. 
Bull. 45:33-36, July 1945. (In the 
hanging cast treatment of compound 
fractures of the humerus, the cast ex- 
tends from just below the axillary fold 
to the wrist, and in cases with an asso- 
ciated nerve palsy the cast includes the 
hand to the metacarpophalangeal joints 
dorsally and to the finger tips ventrally. 
\ plaster loop or wire is incorporated in 
the cast at the wrist and a neck sling at- 
tached to this loop. A web strap with 

a buckle can be used for this purpose to 
advantage as the length of the strap can 
be adjusted to correct anterior or pos- 
terior angulation. Results with the use 
of this cast for ambulant patients have 
been good. 6 references. 2 figures. 


Experiences with Injuries and Diseases of 
Bone in World War II. Willis M. 
Weeden (Lt. Col., M.C., A.U.S.) and 
Hymen DD. Stein (Capt., M. C., 
A.U.S.). Ann. Surg. 

1945. (Reports 1,108 sans in 976 
patients, with a tabulation of the more 
important bones involved, with average 
time of immobilization and of hospitali- 
zation, and the number developing osteo- 


myelitis. Methods of treatment are 


briefly discussed and a three-way splint 
shaft of the 


used for fractures of the 
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The treatment of 
osteomyelitis, as modified by the sulfona- 


femur is described. 


mides and penicillin, is described. ) 

Fracture-Dislocation of the Base of the 
Fifth Metacarpal: A Case Report. Bax- 
ter L. Clement (Capt., M.C., A.U.S.) 
J. Bone & Joint Surg. 27:498-99, July 
1945. (A review of the literature re- 
veals only 5 cases of isolated dislocation 
of the base of the fifth metacarpal. Un- 
der intravenous sodium pentothal, reduc- 
tion was accomplished with relative ease. 
The patient had struck the back of his 
hand over the fifth metacarpal on the 
edge of a table. Reduction could not be 
maintained. A Kirschner wire was in- 
serted in the middle third of the meta- 
carpals to the little, ring and middle 
fingers. On removal of the wire 4 
weeks after insertion, he had normal 
painless motion of the fingers and wrist. ) 

The Colonna Reconstruction Operation 
for Ununited Fractures of the Neck of 
the Femur. Melvin S. Henderson and 
John J. Hinchey, Rochester, Minn. 
Minnesota’ Med. 28:641-44, Aug. 
1945. (The Colonna operation is not 
indicated in cases of non-union of frac- 
tures of the neck of the femur in which 
there is a live, movable head. In such 
conditions the authors prefer a bone graft 
or the Brackett operation, the latter if 
the neck is largely absorbed. The Colon- 
na operation is indicated in cases in which 
the head of the femur is dead or partially 
dead and atrophic, with marked absorp- 
tion of the neck of the femur. In 22 
cases in which this operation has been 
done, the ages of the patients ranged 
from 16 to 73 years; 22 patients were 
in the sixth to the eighth decade of life. 
In 7 cases the results were excellent, 
i.e., the patient could walk with no sup- 
port and had no pain; in 5, the results 
were good, i.e., ability to walk with a 
cane and get about in the house without 
support and no pain. ‘These results were 
maintained for at least 18 months. 9 ref- 
erences. 2 figures. ) 

A Simple Guide Pin for the Insertion of 
Devices of Internal Fixation into the 


Femoral Neck. M. Laurens Rowe, 
Cincinnati, Ohio. J. Bone & Joint Surg. 
27:522-23, July 1945. (A simple mod- 
ification of the Steinmann pin is em- 
ployed to determine the proper length 
and angle of insertion of the nail or other 
fixation apparatus used in fractures. This 
pin combines the advantages of an ade- 
quate direction finder, an accurate inter- 
nal measuring instrument, and a direct, 
solid guide for the driving of most de- 
vices of internal fixation, designed to be 
inserted into the femoral neck.) 


An Easy and Economical Method of Mak- 
ing Removable Casts. M. Laurens 
Rowe, Cincinnati, Ohio. J. Bone & 
Joint Surg. 27:521-22, July 1945. (A 
method for the application of lumbar 
body jackets which involves the incor- 
poration of strips of used x-ray film into 
ordinary plaster casts has proved eco- 
nomical and efficient. This technic of 
making circular plaster casts has been ap- 
plied to casts for the neck or extremities 
which have been found sufficiently flexi- 
ble to permit removal and reapplication 
without cracking. ‘This type of cast has 
all the advantages of the celluloid jacket 
and is simple of application and less ex- 
pensive as well. It may often be used 
instead of formal braces when these are 
not available. ) 


Delayed Primary Closure of Wounds with 
Compound Fractures. Mather Cleve- 
land (Lt. Col., M.C., A.U.S.) and 
John A. Grove (Major, M.C.,A.U.S.). 
J. Bone & Joint Surg. 27:452-56, July 
1945. (Delayed primary closure of 
wounds over compound fractures can be 
accomplished surgically in a high per- 
centage of battle casualties. In a series 
of 2,393 closures, 93 per cent had healed 
when the patients left the hospital. ‘The 
importance is stressed of (1) early and 
adequate débridement, (2) rapid evac- 
uation of the wounded for definitive 
treatment, (3) early surgical interven- 
tion to reduce the incidence of infection, 
as well as use of sulfonamides and peni- 
cillin, and (4) whole blood transfusions. 
The average time between injury and 
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closure in this series was 14 days. Suture 
was done in 2,087 cases, skin graft in 
236, and combined suture and skin graft 
in 70 cases. Complete success was ob- 
tained in 66.53 per cent, partial failure 
in 26.74 per cent and complete failure in 
6.73 per cent. Osteomyelitis developed 
in 5.4 per cent of the cases.) 


A Modification of the Denis Browne Splint. 
Carl C. Chatterton, St. Paul, Minn., 
and Jack Blaisdell, Rochester, Minn. J. 
Bone & Joint Surg. 27:518-19, July 
1945. (This splint consists of a trans- 
verse steel rod, to each end of which is 
welded a clamping mechanism to grip 
the soles of the shoes. Posterior straps 
are likewise incorporated into the sole 
They tend to prevent recur- 
rence of equinus deformity. ‘This splint 


clamps. 


can be applied to shoes, thus maintaining 
corrective effect during non-weight- 
bearing periods. Only | pair of shoes is 
required at a time. ‘The splint is easily 
made and can be removed in a few sec- 
onds. The splint is used continuously 
with the patient’s shoes reversed until 
the infant begins to stand and walk, 
when the shoes are worn on the correct 
feet and a lift inserted to throw the 
ankles into slight valgus position. ) 


Healing ‘Time in Fractures of the Shafts of 


the Tibia and Femur. Robert V. Funsten 
and R. W. Lee, Charlottesville, Va. J. 
Bone & Joint Surg. 27:395-400, July 
1945. (The speed of fracture healing is 
usually proportionate to the available 
circulation to and between the frag- 
ments. Delayed union and non-union 
are more common in fractures of the 
tibia than of the femur and in the middle 
than in the upper and lower thirds of 
the tibia. In this series there were 149 
consecutive cases of fracture of the tibia 
and fibula and 107 cases of fracture of 
the femoral shaft. A long time is re- 
quired for healing. Skeletal traction and 
internal or external skeletal fixation will 
not accelerate healing but may retard 
it. Conservative treatment usually yields 
better results than radical treatment. 
Certain forms of internal fixation are of 


value in selected cases, but internal and 
skeletal fixation should not be the rou- 
tine treatment. Prolonged immobiliza- 
tion is urged. Early weight-bearing 
should be discouraged. ) : 


The Use of Sulfonamides in Compound 


Fractures. Malcolm S. Eveleth, New 
Haven, Conn. J. Bone & Joint Surg. 
27 :486-90, July 1945. (166 com- 
pound fractures were treated by primary 
suture following débridement and irriga- 
tion. Forty-two had sulfonamide ap- 
plied locally in the wound and 30 of 
these received systemic treatment in ad- 
dition. Definite infection occurred in 
19.3 per cent of the wounds treated 
without the drug. Infection developed 
in 19.0 per cent of the wounds in which 
sulfonamide was implanted. ‘The inci- 
dence of osteomyelitis was about the same 
in the two series. “The local use of sul- 
fonamide did not seem to alter the inci- 
In these two series 
of cases early and careful débridement 


dence of infection. 


and irrigation were apparently the most 
important factors in preventing infec- 
tion. ) 


Rotational Deformity in the Treatment of 


Fractures of Both Bones of the Fore- 
arm. E. Mervyn Evans (Major, 
R.A.M.C.). J. Bone & Joint Surg. 
27:373-79, July 1945. (Describes a 
method for determining the correct rota- 
tional position in which to mobilize a 
fracture of both bones of the forearm. 
All the fractures illustrated, including 
those of the upper and lower thirds, 
show a rotational position well on the 
supination side of the mid-position. ‘This 
method may likewise be employed to de- 
termine the degree of rotational error in 
united fractures. The writer believes 
that all such fractures should be immo- 
bilized in some degree of supination. ) 


The Treatment of Non-Union or Delayed 
The Treat t of Non-U \ 


Union of Fractures by Means of Mas- 
sive Onlay Grafts Fixed with Vitallium 
Screws. D. M. Meekison, Vancouver, 
B.C., Canada. J. Bone & Joint Surg. 


27 :383-86, July 1945. (In 170 cases 


in which this method of grafting was 
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used there was only one failure. ‘The 
present report deals with 30 cases from 
the Royal Air Force, the bone grafts 
uniting in good position in all. Seven- 
teen patients are back on full duty or on 
ground assignments, 3 on limited serv- 
ice, including non-operational _ flying. 


45. Dislocations 


REFERENCES TO CURRENT ARTICLES 
Chronic Dislocation of the Base of the 
Metacarpal of the Thumb. G. W. N. 
Eggers, Galveston, Texas. J. Bone & 
Joint Surg. 27:500-501, July 1945. 
(Reduction of chronic dislocation of the 
base of the metacarpal of the thumb is 
accomplished through an incision on the 
dorsum of the hand following liberation 
of the metacarpal at its base and removal 
of fibrous tissue. Correction is accom- 
plished by using the tendon of the ex- 
tensor carpi radialis longus. “he tendon 
is drawn from its sheath and the lateral 
portion divided to secure a band. The 
tendon is released and the divided band is 
inserted into the metacarpal of the thumb 
through holes drilled near its base. The 
tendinous slip is made taut and sutured 
in position with silk. After skin closure, 


46. Bones 


One who had a forearm graft and later 
a mid-thigh graft is unfit for flying. One 
with grafts of both femur and tibia has 
a residual sciatica. “The operative tech- 
nic, preparation of fragments and graft 
ends, preparation and application of the 
grafts are described in detail.) 


a plaster cast is applied with the thumb 
in rest position and correction is main- 
tained for 3 weeks. Good results are 
described in one case. ) 


Lateral Dislocation of the Patella: Correc- 
tion by Simultaneous Transplantation of 
the Tibial Tubercle and Semitendinosus 
Tendon. H. R. McCarrol and John R. 
Schwartzmann, St. Louis, Mo. J. Bone 
& Joint Surg. 27:446-52, July 1945. 
(Simultaneous transplantation of the 
tibial tubercle and semitendinosus tendon 
for correction of lateral dislocation of 
the patella is a rational procedure, and 
not technically difficult. In 23 consecu- 
tive cases, there was no recurrence of 
the dislocation, and satisfactory function 
was obtained in all cases. Previously de- 
scribed procedures have failed to yield 
the same satisfactory results in the ex- 
perience of the writers. ) 


TRAUMATIC OSTEOMYELITIS: THE USE OF SKIN GRAFTS. 
PART I: TECHNIC AND RESULTS 


Rospert P. Ketry (Major, M.C., A.U.S 


.), Lours M. Rosati (Capt., M.C., 


A.U.S.) and Roperr A. Murray (Lt., M.C., A.U.S.) 
Ann. Surg. 122:1-11, July 1945 


During the past 2 years, skin graft- 
ing has been employed in the treat- 
ment of osteomyelitis resulting from 
war wounds. In preparing for the 
skin grafting procedure, the patient’s 
general condition is treated, using 
whole blood and plasma transfusions 
as indicated. During this period, pre- 


liminary laboratory and roentgeno- 
logic studies are carried out; the en- 
casement is bivalved and local skin 
preparation begun. Saucerization is 
then done; the operation is begun at 
the point of juncture of healthy and 
unhealthy skin, and a line of cleavage 
between scar tissue and relatively nor- 
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mal tissue is developed and followed 
down on one side to the depth of the 
wound, then up the other side to the 
opposite edge. Sometimes all un- 
healthy tissue and all foreign bodies 
can be removed en bloc by this pro- 
cedure. Any “undesirable” tissue not 
removed by this procedure is removed 
later. In removal of diseased bone, 
the usual rule is not to create a bone 
weakness surgically that exceeds the 
weakness caused by the pathological 
lesion, but this rule may be violated 
if function is not jeopardized or if it 
is necessary to permit access to devital- 
ized tissue. The wound is then shaped 
for skin grafting. In the more severe 
cases this wound preparation is done 
in stages. Plasma infusions and trans- 
fusions of whole blood are given dur- 
ing operation. The dressing after 
saucerization consists of a layer of fine 
mesh gauze covered by mechanics’ 
waste, over which an Ace pressure 
bandage ts applied. Plaster immobili- 
zation is then employed. In more re- 
cent cases a single Carrel’s tube has 
been incorporated in the mechanics’ 
waste and brought out through the 
encasement. Through this tube | per 
cent solution of acetic acid is used for 
irrigation at 4-hour intervals, to re- 
duce contamination by B. pyocyaneus 
and B. proteus. 

In earlier cases, an interval of one 
month was allowed between sauceriza- 
tion and skin grafting, but this has 
been progressively shortened, until in 
most cases skin grafting is usually 
done 4 days after the saucerization. 
As the surface of the wound is uneven 
and often complex, care must be taken 
to avoid both tension on and wrin- 
kling of the graft. Often 3 or 4 drums 
of skin are necessary for adequate cov- 
erage; the graft is fitted carefully, re- 
moving V-shaped pieces of skin “at 


strategic points,” to form a piece of 


patchwork on the wound surface. Un- 
tied running sutures are placed along 
the secondary suture lines that are 
made necessary by this fitting of the 
graft. These sutures have one end 
long, and are withdrawn when the 
graft is firmly adherent to its bed. 
The edges of the graft are sutured to 
the skin edges, using nonabsorbable 
material. For the postoperative dress- 
ing, boric acid gauze and a pressure 
dressing are employed, with provision 
for irrigation with either penicillin or 
a weak acid solution. Penicillin is em- 
ployed if B. proteus or B. pyocyaneus 
is not present in the wound, and if the 
organism present is_penicillin-sensi- 
tive. A one per cent acetic acid solu- 
tion is used if B. proteus or B. pyo- 
cyaneus is present. The pressure 
dressing is removed in 4 days. Gauze 
compresses are then loosely inserted 
into the wound and kept wet with 
boric acid solution, penicillin or acetic 
acid solution, according to the bacteri- 
ological findings. Otherwise the graft 
is left exposed as much as possible. In 
a number of patients, free grafts have 
ultimately been replaced by various 
pedicle procedures. 

Usually complete epithelial cover- 
ing of the entire saucerized wound 1s 
present within 8 weeks after free skin 
grafting; the proportion of relatively 
normal skin scar epithelium depends 
chiefly upon the amount of initial 
“take” of the graft. In 43 patients 
followed up for an average of 7 
months after operation, there were 45 
osteomyelitic wounds, and 47. skin 
grafting operations were performed. 
Excellent results (90 per cent or bet- 
ter “take” with progressive healing) 
were obtained in 24 per cent; good re- 
sults (75 to 90 per cent “take” with 
progressive healing) in 28 per cent; 
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fair results (less than 75 per cent 
“take” with progressive healing) in 
24 per cent; poor results (less than 
40 per cent “take” or regrafting nec- 
essary) in 24 per cent. The authors 
are of the opinion that the use of skin 
grafting in traumatic osteomyelitis has 
not been as generally employed as its 
effectiveness warrants. 
7 figures. 1 colored plate. 


8 references. 


REFERENCES TO CURRENT ARTICLES 
Chronic 


Melioidosis: A Case Showing 
Multiple Lesions of Bone, Joints and 
Lungs. J. H. Mayer (Major, R.A. 
M.C.). J. Bone & Joint Surg. 27:479- 
85, July 1945. (A summary of 5 chronic 
cases of melioidosis already published and 
further notes on a case previously re- 
ported by the author, the second case to 
be reported in a European. This disease 
occurs in the Far East and presents 
symptoms simulating cholera terminat- 
ing in death from septicemia in a few 
days or weeks. The infection due to the 
Pfeifferella whitmori is acquired from 
rodents or contaminated food or water 
supplies. Four of the 5 cases mentioned 
had one or more bone lesions. The as- 
sociated abscesses are usually located in 
the lungs, spleen, liver and kidneys. The 
chronic form is less common than the 
acute type and bears a curious resem- 
blance to tuberculosis. In the present 
case the condition remained unrecog- 
nized for 3 years. ‘The patient improved 
under a combination of sulfadiazine and 
autogenous vaccine therapy. Abscesses 
should be drained early and thoroughly. 
Roentgen examination may reveal a 
wedge-shaped collapse of a single tho- 
racic vertebra. “The x-ray lesions in this 
case resembled those of pulmonary tu- 
berculosis. ‘There was a sacroiliac lesion 
with extensive destruction of the upper 
end of the femur. Some lesions primar- 
ily involved bone, others cartilage. Urea 
was of no apparent value in therapy. 


Epiphysitis of the Ischial ‘Tuberosity: A 
Case Report. Paul E. 


Me Master 


Bc 


PI 


(Comdr., M.C., U.S.N.R.). J. Bone 
& Joint Surg. 27:493-95, July 1945. 
(Indirect trauma with an avulsive type 
of strain of the secondary epiphysis of 
the left ischial tuberosity at the age of 
14 years, with subsequent indirect and 
occasional direct trauma led to a pain- 
ful disability. Clinical and x-ray features 
were similar to the condition described 
by Osgood and Schlatter. ‘There was no 
inflammatory or disease process in this 
case. Improvement followed 8 weeks of 
bed rest with daily application of heat, 
liniment and diathermy, but the patient 
was evacuated to the United States as 
unfit for strenuous field and combat 
duty. The original injury occurred 
when he jumped into a foxhole landing 
on his buttock. ) 


yne Sarcoma in Polyostotic Fibrous Dys- 
plasia. Bradley L. Coley and Fred W. 
Stewart, New York, N. Y. Ann. Surg. 
121:872-81, June 1945. (Fibrous dys- 
plasia has been more frequently recog- 
nized in the past decade. “Two cases are 
described of malignant bone tumor aris- 
ing on the bas's of fibrous dysplasia. The 
latter condition must therefore be added 
to the diseases of bone which may occa- 
sionally give r’se to malignant tumor de- 
velopment. The histologic pattern of 
the tumors in these 2 cases was practi- 
cally identical, consisting of bone-form- 
ing spindle and giant cell sarcomas. Both 
tumors appeared to have produced me- 
tastases. In both the response to radio- 
therapy was unusual as compared to ex- 
pected reaction of similar types. ) 

asmocytoma of Bone. William Tennant, 
Birmingham. Brit. J. Surg. 32:471-76, 
April 1945. (In plasmocytoma of bone, 
there is a picture of solitary intramedul- 
lary neoplasm remaining strictly local- 
ized for several years, but if untreated 
developing into the fatal condition of 
multiple myelomatosis. A case is re- 
ported in which the primary localization 
was in the right ilium where it persisted 
for 4% years, when multiple myeloma- 
tosis developed, terminating fatally 5 
years after initial symptoms. Since there 
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Osteomyelitis of the Clavicle. 





have been no follow-up reports of treated 
cases, it has been impossible to determine 
the relative value of such measures as 
amputation, curettage and deep x-rays 
or radium. Prognosis is less favorable 
than that of osteoclastoma but better 
than that of osteogenic sarcoma. ) 

‘Tina Gray. 
Brit. J. Surg. 32:466-67, April 1945. 
(A boy of 12 years complained of pain 
and swelling over his left clavicle after a 
tumble in a leapfrog game. Fracture was 
suspected but x-ray examination proved 
negative. A little later he was _ re- 
examined and an abscess had formed. 
‘This was incised and the pus evacuated. 
X-ray revealed destruction of the acro- 
mial third of the clavicle. One week 
later, the region was again swollen and 
red and the patient developed a fever. 
The original incision was enlarged. ‘The 
clavicle protruded and could be lifted 
out like a foreign body, leaving a pus- 
filled cavity lined with velvety granul: a- 
tions. The pus was removed and the 
cavity packed with tulle gras and sulfa- 
pyridine powder. ‘The boy made a good 
recovery and good function was re- 
stored. ) 


Conservation of the Metacarpus by Skin 


and Bone Grafting Three Patients. 
P. B. Moroney (Surg. Comdr., R.N. 
V.R.). Brit. J. Surg. 32:464-66, April 
1945. (The intrinsic functional value 
of the metacarpus and methods em- 
ployed to conserve it after severe injury 
are described 3 cases. It is empha- 
sized that early bone graft might en- 
hance the functional end result in suit- 
able cases. In the first case of degloving 
by avulsion, an immediate femoral skin 
flap was applied. 
laundry roller gangrene, a late abdomi- 
In the third case of 
pseudarthrosis of the third, fourth and 
fifth metacarpals due to shell fragments, 
a triple Albee bone graft was used. Good 
results were obtained in these cases. ) 


In the second case of 


nal flap was used. 


Echinococcosis of Bone. M. Beckett Ho- 


worth, New York, N. Y. if Bone & 
Joint Surg. 27:401-11, July 1945. (Re- 


Osteitis Condensans Iii. 


port of one of 10 cases of echinococcosis 
of bone reported in North America, the 
first with femoral involvement, and the 
only known instance in which the cavity 
was filled with bone chips after removal 
of the cyst. Primary healing ensued, 
Two and one-half years after the first 
operation the knee joint was explored 
and a complete anterior synovectomy in- 
cluding the menisci was done, and ampu- 
tation recommended. Six years after the 
first operation a_ pathological fracture 
through the cyst was followed by a se- 
vere anaphylactic reaction. Amputation 
was performed. The patient died a few 
years later of cardiovascular disease. In 
such cases marsupialization or steriliza- 
tion of the cyst may suffice. X-ray ther- 
apy is of no value. Insertion of bone 
chips will not be successful unless the 
disease has been eradicated. Review of 
literature and differential diagnosis. ) 


Eosinophilic Granuloma of Bone. Harry 


A. Solomon and Sheldon Schwartz, 
New York, N. Y. J.A.M.A. 128:729- 

, July 7, 1945. (Since 1940, about 
30 cases of eosinophilic granuloma of 
bone have been reported. It is seen 
principally in young males. In the pres- 
ent case Ewing’s tumor was considered 
in differential diagnosis. Biopsy is re- 
quired for this purpose. Also Letterer- 
Siwe’s disease and Hand-Schuller-Chris- 
tian’s disease must be excluded. The 
lesions mz ay heal spontaneously or fol- 
lowing curettage or small doses of radi- 
ation. The prognosis, in contradistinc- 
tion to that of Ewing’s tumor, is excel- 
lent. In the present case marked im- 
provement followed biopsy. ) 


Hugh F. Hare 
and G. Edmund Haggart, Boston, 
Mass. J.A.M.A. 128:723-27, July 7, 
1945. (A series of 23 cases in which 
the chief complaint was chronic low 
back pain showed roentgen changes in- 
cluding a condensation of bone of the 
inferior medial margins adjacent to the 
sacroiliac articulation, with the joint 
space and sacrum remaining normal. 
The etiology of osteitis condensans ili is 
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unknown but the condition is placed in 
the category of chronic arthritis. In most 
cases conservative treatment, namely 
heat and massage, will relieve the at- 
tacks of pain, but in patients with pro- 
longed incapacitation, operative fusion of 
the sacroiliac articulation on the painful 
side may be justified. Five cases are de- 
scribed in detail. ) 

A Simplified Surgical Approach to the Pos- 
terior ‘Tibia for Bone-Grafting and 
Fibular Transference. Paul H. Har- 
mon, Sayre, Pa. J. Bone & Joint Surg. 
27:496-98, July 1945. (Description of 
a simple posterolateral approach to the 
tibia which is useful in bone-grafting 
from the posterior aspect, in cases of 
minor residual infection or extensive 
scarring of the anterior aspect of the leg. 
It has also been used for fibular trans- 
ference. No circulatory difficulties or 
difficulties in healing of the wound have 
been observed following this approach. ) 


47. Joints 


Correction of Hallux Valgus by Metatarsal 
Osteotomy. F. B. Hawkins, C. Leslie 
Mitchell and Donald W. Hedrick, De- 
troit, Mich. J. Bone & Joint Surg. 27: 
387-94, July 1945. (Transverse meta- 
tarsal osteotomy is performed to over- 
come the varus deviation of the first 
metatarsal. The hallux valgus is cor- 
rected by plastic repair of the capsu- 
loperiosteal flap. Failure to correct the 
congenital metatarsal deformity predis- 
poses to recurrence of bunion. Exces- 
sive shortening of the metatarsal shaft 
may cause postoperative symptoms of the 
arch. The operation is adaptable to all 
degrees of the deformity. The technic is 
simple and results uniformly good. Of 
the patients treated, 96.8 per cent were 
well satisfied. Of those with pain before 
operation 13.3 per cent developed pain 
later in the metatarsal arch. In arthritics 
the Mayo bunionectomy gives better re- 
sults. ) 


INTERNAL DERANGEMENTS OF THE KNEE JOINTS 


Russet F. JAEKLE (Major, M.C., A.U.S.) 
Arch. Surg. 50:271-76, May 1945 


This paper reports a consecutive 
series of 190 arthrotomies of the knee 
joint done on military personnel in 
the Station Hospital, Camp Roberts, 
Calif., within a 2-year period. Almost 
without exception the follow-up peri- 
od was at least 3 months. In all cases 
the patient was taught exercises for 
the quadriceps muscle before the op- 
eration and was impressed with the 
idea that his cooperation was the de- 
ciding factor in a successful operation. 
In cases in which the patient exercises 
well after operation, the normal 
physiological action is maintained and 
he does not suffer weakness and re- 
laxation of the knee. 


The postoperative care of patients 
with such injuries in former years was 
too prolonged. Recent reports em- 
phasize the need for exercises of the 
muscles before and after surgical in- 
tervention, but, in addition, it is es- 
sential that the patients begin early 
weight-bearing, except those with in- 
itial severe hemorrhage and. signifi- 
cant reaction. In the cases of early in- 
jury, splinting was routinely carried 
out for 5 days, and weight-bearing 
was permitted after 7 days. With the 
patient walking earlier, the return of 
function is facilitated. 

Variant diagnostic entities include 
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hypertrophic infrapatellar fat pads 
and osteochondroma. Operative re- 
sults in consecutive series of 155 cases 
of torn semilunar cartilages were ana- 
lyzed. This analysis showed that lack 
of immobilization, early exercises and 
weight-bearing give quicker return of 
function. It indicated that simple ex- 
cision of bucket handle tears is suffi- 
cient, and in so-called complete exci- 
sion a thin margin of cartilage should 
remain. One hundred and thirty-two 
men (85.16 per cent) have returned 
directly to regular duty on an aver rage 
of 25 days following operation for in- 


ANALYSIS 


juries incurred from a few days to 11 
years before. The results justify im- 
mediate operation, because the total 
time lost from recurrence of injury 
will be considerably more with con- 
servative treatment. Also the longer 
the torn cartilage remains the more 
likely it is that joint surfaces will be- 
come damaged and that a complete 
cure cannot be obtained. Hypertro- 
phic fat pads are not generally recog- 
nized as a frequent der rangement of 
the knee joint, but operation is war- 
ranted because of recurrences of symp- 
toms and possible damage to the joint. 


OF ONE HUNDRED CONSECUTIVE ARTHROTO- 


MIES FOR TRAUMATIC INTERNAL DERANGEMENT 
OF THE KNEE JOINT 


T. Du Torr and T. B. ENsiin 
Johannesburg, South Africa 


J. Bone & Joint Surg. 


An analysis is presented of 100 con- 
secutive knee arthrotomies performed 
on European miners working under- 
ground in the Witwatersrand Gold 
Mines. The routine of clinical diag- 
nosis, operation, and _ postoperative 
care is described. In 4 cases, no men- 
iscal lesions were discovered at opera- 
tion; in 82 cases, tears of the medial 
meniscus were found; in 9 cases, tears 
of the lateral meniscus were seen. 
There were double tears in 3 cases, 
and discoid menisci in two. Of 97 
torn menisci, 49 were of the bucket- 
handle type. 

The operative findings were corre- 
lated with the signs found at examina- 
tion. (a) Pain of the anteromedial 
joint line was found to be of consid- 
erable diagnostic significance. Absence 
of such pain contraindicated arthrot- 
omy for meniscal lesion. (b) It was 


27:412-25, July 1945 


shown that locking is frequently, but 
not always, due to a meniscal lesion. 
A stub of anterior cruciate ligament 
was the cause of locking in | case. (c) 
Meniscal damage may exist in the ab- 
sence of wasting. (d) Fouché’s “hot 
spot” on the medial facet of the pa- 
tella is described. (e) The “crushing 
sign” is found to be not entirely path- 
ognomonic of meniscal damage. 
Erroneous diagnoses are analyzed 
in some detail. The end results of 
treatment are given, with disability 
assessments averaging 1.6 per cent for 
the whole series. Complications of the 
operation are discussed. The penalty 
of delay in operation was found to 


vary greatly according to the type of 
lesion. The findings in this investiga- 
tion favor early and total meniscec- 
tomy, once an incontrovertible diag- 
nosis has been made. 
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LESIONS OF THE MUSCULOTENDINOUS CUFF OF THE 
SHOULDER: 2. DIFFERENTIAL DIAGNOSIS 
OF RUPTURE 
Harrison L. McLAUGHLIN 
New York, N. Y. 


J.A.M.A. 


Sixty proved ruptures of the short 
rotator cuff of the shoulder form the 
basis of this report. Nineteen of the 
cases Were in women, most of whom 
could not be classified as true laborers. 
While most ruptures occur in well- 
used shoulders past middle age, the 
incidence of the lesion is by no means 
restricted to this age and group. Most 
patients, but not all, date the onset or 
aggravation of symptoms from an in- 
jury. Extensive degeneration may so 
weaken the tendon that rupture may 
occur without significant cause. Re- 
actions to functional tests are intensi- 
fied when function is opposed with 
manual or other resistance. The tech- 
nic of functional evaluation is de- 
scribed. 

Dislocation of the shoulder accom- 
panied by a fracture of the greater 
tuberosity almost always is accom- 
panied by a torn cuff. Such tears may 
be divided into 3 main groups, each 
of which can be identified by x-rays 
taken prior to reduction of the dislo- 
cation. Cases in which the tuberosity 
fragment is neither retracted up un- 
der the acromion, nor pulled down- 
ward as far as the dislocated humeral 
head, require no surgical intervention. 


59:563-68, June 23, 1945 


Reduction suffices. In cases with the 
tuberosity fragment retracted up un- 
der the acromion, early repair is es- 
sential to a good result. The third 
group includes cases wherein the tu- 
berosity fragment is pulled downward 
and remains relatively unseparated 
from the humeral head. Certain dis- 
locations are reduced when first seen. 
Incomplete reduction or persistent 
subluxation of the humeral head, even 
if slight, usually indicates a large 
tear, and in an elderly person, espe- 
cially if degenerative changes are ap- 
parent in the humeral head, is almost 
pathognomonic of a complete cuff 
avulsion. 

The only definite indication for 
operation consists of pain or disability 
sufficient in duration and severity to 
make the procedure worth while from 
the patient’s point of view. The diag- 
nosis of internal derangement of the 
shoulder joint warrants exploration 
and eradication of existing pathologic 
conditions. Under the auspices of a 
plan for Pirie and evaluation of 
the torn shoulder cuff, 64 shoulders 
were explored with a preoperative 
diagnosis of rupture. The diagnosis 
was incorrect in 4 cases. 2 references. 


SURGICAL APPROACHES TO THE KNEE JOINT 


Leroy C. Aspporr and WALTER F. CARPENTER 


University of California Medical School, San Francisco, Calif. 
J. Bone & Joint Surg. 27:277-310, April 1945 


Of the 2 surgical approaches to the 
knee joint usually employed, one is 
planned to avoid the exposure of vital 





structures, and the other to expose 
them. The former method is rec- 
ommended if adequate exposure of 
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the lesion can be secured and if there 
is only a remote possibility of injury 
to vital structures. The second meth- 
od is recommended for all cases where 
incision is planned to give direct access 
to the lesion, regardless of the prox- 
imity of vital structures. In these 
cases exposure of the structures in the 
path of dissection or in the immediate 
vicinity is the paramount issue. In 
order that the surgeon may be able 
to plan his own approach, he must be 
thoroughly familiar with the anatomy 
of the region. The authors proceed 
to describe the anatomy of the knee 
joint in detail, including the capsule, 
synovia and bursae, blood supply and 
cutaneous nerves. 

The following surgical approaches 
to the knee joint are described in de- 
tail with accompanying illustrations: 
I. Approaches to the Anterior Aspect 

of the Knee Joint. 

A. The parapateilar incisions. 

1. The median parapatellar in- 
cision (von Langenbeck ). 
2. The S-shaped parapatellar 
incision (Payr). 

3. The oblique parapatellar 

incision (Erkers). 

4. The lateral parapatellar in- 

cision (Kocher ). 
B. Incisions which divide the pa- 
tella. 

1. Vertical division of the pa- 
tella (Brackett and Hall, 
Jones). 

Transverse division of the 
patella (von Volkmann). 

3. Sagittal division of the pa- 

tella (Devine). 

4. Oblique division of the pa- 

tella (Bougot and De La 
Rue). 
C. Incisions which divide the ten- 
don of the quadriceps muscle. 


bo 


1. Plastic division of the quad- 

riceps tendon ( Putti, Camp- 

bell). 

Plastic division of the quad- 

riceps tendon (Coonse and 

Adams). 

D. Incisions which divide the ten- 
don of the patella transversely. 


bo 


1. The U-shaped incision 
(Textor). 

2. The WH-shaped incision 
(Ollier ). 


Il. Approaches to the Medial Aspect 
of the Knee Joint. 

A. The S-shaped incision. 

B. The straight or curved incision. 

III. Approaches to the Lateral As- 
pect of the Knee Joint. 

A. The S-shaped incision. 

B. The straight or curved incision. 

IV. The Approach for the Removal 
of the Semilunar Cartilages (The 
Menisci ). 

A. Partial removal of the internal 
semilunar cartilage. 

B. Complete removal of the inter- 
nal semilunar cartilage. 

C. Partial removal of the external 
semilunar cartilage. 

D. Complete removal of the exter- 
nal semilunar cartilage. 

V. Bilateral Incisions. 

A. Exposure of the popliteal face 
of the femur (Henry). 

B. Approach for epiphyseodesis 
(Abbott and Gill). 

C. Removal of loose bodies from 
the posterior compartment of 
the knee (Henderson). 

D. Posterior capsulotomy in flex- 
ion contractures of the knee 
(Wilson). 

VI. Approaches to the Posterior As- 
pect of the Knee Joint. 

A. The mid-line approach through 
the popliteal space. 
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VII. Approaches for Drainage of 
Sepsis of the Knee Joint. 

A. Parapatellar approaches. 

1. Vertical (single, multiple, 
bilateral ). 
2. Horizontal (bilateral). 

B. U-shaped incision. 

C. Posteromedial, tibial incision. 

D. Posteromedial, femoral incision 
(Klein). 

FE. Incisions for counter-drainage 
on the posterolateral aspect of 
the knee. 

The anatomical details of these sur- 
gical approaches which have been 
found most useful in operations on the 
knee joint are described. Conclusions 
of the authors are based upon their 
clinical experience and that of their 
colleagues (including a study of mo- 
tion pictures taken while operations 
were being performed), upon a re- 
view of the literature on the subject, 
and upon a survey of a number of dis- 
sections performed on cadavera and 
freshly amputated specimens. 30 ref- 
erences. 31 figures. 


REFERENCES TO CURRENT ARTICLES 


Some Roentgenologic Considerations Per- 
taining to Upper Extremity Pain. 
Charles F. Behrens (Capt., M.C., 
U.S.N.), Bethesda, Md. J.A.M.A. 
127:888-90, April 7, 1945. (In cases 
of upper extremity pain of obscure eti- 
ology, radiography may reveal such con- 
ditions as bursitis recognized by calcium 
deposits near the shoulder joint in the 
soft tissues. In the severe pain caused 
by bursitis, roentgenotherapy frequently 
yields good results. In cases with nega- 
tive roentgenograms of the shoulder, 
studies of the cervical spine and upper 
thorax should be made; they may dis- 
close tumor of the vertebra, tumor of the 
cord and its membrane, superior sulcus 
tumor, infection, more or less extensive 
synostoses, or anomalies of various types. 
The beneficial effect of x-rays on in- 





flammatory lesions is stressed, and pain 
is relieved by restoration of active circu- 
lation. The latter also favors absorption 
of the calcium deposits. Moderate doses 
were used of 75 to 100 r twice a week 
at first and later weekly. After 6 to 8 
treatments, a rest period of 6 weeks is 
observed followed by a second course. 
High voltage therapy was employed 
(200 kv., 0.5 mm. of copper and 3 
mm. of aluminum filtration at 60 cm. 
distance.) If x-ray therapy in adequate 
dosage fails to give relief, one should re- 
vert to more usual methods. In cases of 
pain due to herpes zoster of brachial dis- 
tribution, x-ray therapy will give better 
results than most other methods, though 
it may need to be pushed with some per- 
sistence. ) 


Adjustable Casts in the Treatment of Joint 
Deformities. Frederic W. Rhinelander 
and Marian W. Ropes, Boston, Mass. 
J. Bone & Joint Surg. 27:311-16, April 
1945. (Types of adjustable plaster casts 
which have been used advantageously 
for treatment of flexion deformities of 
knees and elbows of patients with rheu- 
matoid arthritis and other joint diseases 
are described. They not only save time 
and labor but provide the most effective 
correction of deformities. ‘The impor- 
tance of daily exercise of the joints with- 
out weight-bearing is stressed. Such ad- 
justable casts may also be used for de- 
formities at sites other than the knee and 
elbows. ) 


The Function of the Patella and the Ef- 
fects of Its Excision. Herbert Haxton, 
Oxford, England. Surg., Gynec. & 
Obst. 80:389-95, April 1945. (Follow- 
ing a review of comparative anatomy 
and human embryology of the patella, 
experiments on cadavers are described 
indicating that the patella improves the 
efficiency of knee extension in the more 
important extended positions by holding 
the patellar tendon away from the axis 
and increasing the extending moment of 
the quadriceps pull. Clinical investiga- 
tions confirmed the experimental finding. 
The authors conclude that patellectomy 
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is justifiable in patello-femoral osteo- 
arthritis. In the operation of patellec- 
tomy the quadriceps tendon should be 
sutured to the patellar tendon and quad- 
riceps activity much restricted until heal- 
ing is sound. ) 


Adhesive Capsulitis of the Shoulder. A 


Study of the Pathological Findings in 
Periarthritis of the Shoulder. Julius S. 
Neviaser, Washington, D. C. J. Bone 
& Joint Surg. 27:211-22, April 1945. 
(The shoulders of 10 patients suffering 
from “frozen shoulder” or “periarthritis 
of the shoulder” were explored at opera- 
tion. Cultures taken from these joints 
were negative. In 9 cases the capsule 
was contracted and closely adherent to 
the humeral head at its anterior inferior 
portion. Adhesions were discernible at 
the reflected fold of capsule distal to the 
anatomical neck. The sections of bursa 
and capsule taken from these shoulders 
revealed microscopic changes in either 
or both. There were varying degrees of 
inflammation of the bursa in 7 cases. 
Microscopic examination revealed that 
the lesion is not periarthritis but a thick- 
ening and contraction of the capsule 
which becomes adherent to the humeral 
head. By manipulation of a_ frozen 
shoulder under anesthesia the capsule is 
separated from the head and the motion 
of the head within the joint is free. “The 
condition should be known as adhesive 
capsulitis. ) 


Traumatic Degeneration of the Articular 


Cartilage of the Patella. Ralph Soto- 
Hall (Lt. Col., M.C., A.US.). J. 
Bone & Joint Surg. 27:426-31, July 
1945. (Traumatic degeneration of the 
articular cartilage of the patella was 
found in 18.5 per cent of the 65 arthrot- 
omies for chronic knee complaints. In 
6 cases the lesion justified total excision 
of the patella. Young adults are most 
frequently affected. In mild cases of 
limited extent, resection of the abnormal 
cartilage may suffice. In more extensive 
lesions total resection of the articular 
cartilage has been tried without success. 
In extensive lesions with incapacitating 


symptoms total excision of the patella is 
the procedure of choice after conserva- 
tive methods have failed. Two of the 
6 patients obtained excellent function 
and 2 were improved. A poor result 
was obtained in a case in which symp- 
toms had persisted for 10 years with in- 
volvement of the femoral condyle.) 


A Splint for the Correction of Extension 


Contractures of the Metacarpophalan- 
geal Joints. I. William Nachlas (Lt. 
Col., M.C., A.U.S.). J. Bone & Joint 
Surg. 27:507-12, July 1945. (Specifi- 
cations for construction of a splint, its 
application and mode of use with suc- 
cessful results in 50 consecutive cases. 
Intended for treatment of extension 
contractures of the metacarpophalangeal 
joints. ) 


Anomalous Fusion of the Scaphoid and the 


Greater Multangular Bone. M. G. 
Henry (Lt. Comdr., M.C., U.S.N.R.). 
Arch. Surg. 50:240-41, May 1945. (A 
man of 25 years was examined at the 
military base for a wrist injury. He had 
fallen on his extended hand during drill 
and felt something crack. Examination 
revealed a congenital fusion of the 
greater multangular and the scaphoid 
carpal bone. Fusion of the carpal bones 
is usually associated with synostosis of 
the interphalangeal joints. Fusion of the 
carpal and tarsal joints is hereditary and 
is a dominant factor, not sex-linked. In 
the present case, the anomaly was lim- 
ited to the wrist and there was no other 
personal or family history of anomalies. 
There was no aplasia of the interphalan- 
geal joints. ) 


Pneumarthrograms of the Knee: A Diag- 


nostic Aid in Internal Derangements. 
W. H. McGaw (Lt. Col., M.C., 
A.U.S.) and E. C. Weckesser (Capt., 
M.C., A.U.S.). J. Bone & Joint Surg. 
27 :432-45, July 1945. (Description of 
oxygen pneumo-arthrography as used in 
508 examinations of the knee. ‘The com- 
plicated anatomy of the lateral meniscus 
is emphasized, as well as the difficulty of 
interpreting shadows. A general outline 
for interpretation of pneumo-arthro- 
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graphic findings is presented, with a de- 
scription of 14 cases in which operation 
was performed. ‘These cases included 
lesions of the medial and lateral 
menisci, cysts of the popliteal space com- 
municating with the knee joint, a few 
lesions of the infrapatellar fat pad, some 
soft tissue tumors of the synovial mem- 
brane, some large loose bodies, and 

laxation of the collateral ligaments. ) 


A Third Routine X-Ray Exposure of the 
Ankle Joint. R. S. Simon, Jerusalem, 
Palestine. J. Bone & Joint Surg. 27: 
520, July 1945. (Besides the anteropos- 
terior and lateral exposures in roent- 
genograms of the ankle an oblique view 
may be needed to expose certain parts of 
the fibula, and will show fractures not 
visible in the lateral view. The routine 
use of this exposure would ensure more 
accurate diagnosis. ) 

Compound Wound of the Knee Joint with 
Retention of Sea Shells and Beach Sand: 
A Case Report. William E. Kenney, 
New Haven, Conn. J. Bone & Joint 
Surg. 27:502-506, July 1945. (Re- 
view of methods of treating laceration 
of the quadriceps tendon, foreign bodies 


48. Tendons 


REFERENCES TO CURRENT ARTICLES 


Surgical Anatomy of the Flexor Tendons 
of the Wrist. Emanuel B. Kaplan, New 
York, N. Y. J. Bone & Joint Surg. 
27:368-72, July 1945. (The relative 
position of the flexor tendons and the 
median nerve is not adequately described 
in the literature. A study of the wrist 
shows a comparatively constant relation 
of the tendon of the palmaris longus to 
the median nerve and tendon of the 
flexor profundis indicis. The anatomy 

of the tendons of the wrist and of the 

median nerve, as commonly observed, 
and also the surgically important varia- 
tions of the tendons are presented. Fig- 
ures show a dissection of the anterior 
aspect of the wrist combined with a cross 


and suppurative arthritis of the knee. A 
case is described in a boy who suffered a 
laceration of his quadriceps tendon in a 
fall on the beach. After débridement 
down to the tendon, the wound was 
irrigated with saline, and sulfathiazole 
suspension was placed in the joint. The 
suprasellar bursa was sutured as well as 
the tendon and its lateral expansion. The 
wound was closed without drainage and 
a cast applied. Three months after in- 
jury an x-ray showed calcific shadows in 
a slightly different location from that 
observed at first examination. Follow- 
ing a respiratory infection the knee be- 
came swollen and some months later 
x-ray revealed that the joint mouse had 
broken up into 3 pieces. At operation 3 
small fragments of sea shell were re- 
moved. The joint was irrigated and 
penicillin administered. On the tenth 
day after operation, the leg was placed 
in skin traction of about 5 Ibs. on a 
Thomas splint with a Pearson drop. 
Passive motion was applied and the boy 
was discharged 4 weeks after admission. 
He had no pain and could walk and 
take part in sperts, with flexion to 60 
degrees and complete extension.) 


section of the flexor tendons and the 
median nerve, as well as a complete 
cross section of the right wrist. ) 
Hemangioma of Tendon. A. M. 
New York, N. Y. Am. J. Surg. 69: 
133-34, July 1945. (To date about 25 
cases of hemangioma of the tendon have 
been reported. An additional case is re- 
ported in a hairdresser who had had a 
lump on his ankle for 20 years. Some 
months before admission this growth be- 
came painful with occasional swelling. 
Preoperative diagnosis was lipoma or 
xanthoma. The tumor was removed 
under cyclopropane anesthesia. It sur- 
rounded the tendon and was enclosed in 
its sheath. The mass was dissected free 
and excised. Sulfathiazole powder was 
instilled and a small rubber drain in- 


Arkin, 
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serted. A pressure dressing was applied. 
Examination of the specimen revealed 
hemangioma of the tendon. Good func- 
tional restoration and no recurrence. ) 

Bridge Operation for Dupuytren’s Con- 
tracture. Louis A. Palmer, Brooklyn, 
N. Y. and James L. Southworth, Staten 
Island, N. Y. Am. J. Surg. 68:351-54, 
June 1945. (In the bridge operation 
the contracture together with its over- 
lying skin is lifted en masse and a graft 
applied beneath. After raising the bridge, 
extension of the finger is possible in 


49. Amputations 


REFERENCES TO CURRENT ARTICLES 


Prosthetic Restorations After Amputations 
About the Hand. Adolph M. Brown, 
Chicago, Ill. Am. J. Surg. 68:338-43, 
June 1945. (Molded liquid latex in the 
form of a hollow shell filled with frothed 
or sponged latex is suggested for making 
hand prostheses. This material is elastic 
and firm and not heavy as solid rubber. 
It has a life-like feel and wears well. 
The technic of preparation is described 
and the method of sculpturing the finger 
nails. This prosthesis is washable. As a 
rule artificial hands are supplied in only 
3 sizes. If there has been less than a 
total loss of the hand the prostheses usu- 
ally on the market constitute little better 
than a stuffed glove.) 


Psychiatric Reaction to Amputation. Guy 
C. Randall (Lt. Col., M.C., A.U.S.), 


properly selected cases and such exten- 
sion causes the bridge to exert firm even 
pressure on the graft. Later, when the 
graft has taken, the diseased bridge is 
excised. This operation is most useful 
where there is a single band of con- 
tracted fascia limiting extension of | 
finger. It may be used for more than | 
finger, if each is limited by its own indi- 
vidual band. But if great extension and 
fixation of the joints has occurred it is 
useless. An illustrative case is described 
in detail.) 


Jack R. Ewalt, Galveston, ‘Texas, and 
Harry Blair (Lt. Col., M.C., A.U.S.). 
J.A.M.A. 128:645-52, June 30, 1945. 
(In a study of 100 amputees, it was 
found that more than 50 per cent 
planned some change in occupation as a 
result of the injury, the planned changes 
heing more common in younger troops 
and in troops with lower extremity loss. 
Sexual adjustment constitutes a difficult 
problem, requiring further investigation. 
Signs of psychopathalogy such as _ per- 
sonality change, anxiety, emotional in- 
stability, battle dreams and alcoholism 
occur in a surprising percentage. Phan- 
tom sensations occur in 95 per cent of 
cases. Increased religious feeling is com- 
mon but especially in the battle groups 
rather than in non-battle casualties. His- 
tory of previous accident is not com- 
mon. ) 
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50. Traumatic Surgery 


See Index for Related Articles 


51. Burns 


THE PYRUVIC ACID METHOD OF BURN SLOUGH RE- 
MOVAL: AN EXPERIMENTAL INVESTIGATION 


Conrap R. Lam and Macpa PupPpENDAHL 


Detroit, Mich. 
Ann, Surg. 121:866-71, June 1945 


Connor and Harvey have described 
a procedure for the treatment of ex- 
perimental third-degree burns which 
results in a surprisingly early separa- 
tion of the slough. The basis of their 
method was to bring the wound into 
an acid environment as far as possible. 
The control wounds sloughed in 10 to 
12 days. The burns treated with py- 
ruvic acid paste sloughed in 3 days. 
The present writers have repeated this 
experiment with 2 changes in the pro- 
cedure. A method of burning was 
used which probably produced a more 
uniform burn, and every treated le- 
sion was checked with 2 controls on 
the same animal; one was left dry 


and the other was covered with the 
vehicle for the pyruvic acid, i.e., plain 
starch paste. 

Early sloughing was produced by 
dressing the small third-degree burns 
with pyruvic acid in starch paste, plain 
8 per cent starch paste, tragacanth 
jelly and cotton wet with distilled 
water. The only common factor ap- 
pears to be the “wetness.” It is sug- 
gested that the favorable effect on 
sloughing obtained with pyruvic acid 
paste is due more to maceration than 
to pH. A dry gangrene has been 
converted to a wet one. 1 reference. 
5 figures. 


MECHANISM OF SHOCK FROM BURNS AND TRAUMA 
TRACED WITH RADIOSODIUM 


CuHar.es L. Fox, Jr. and ALBert S. Keston 
College of Physicians and Surgeons, New York, N. Y. 
Surg., Gynec. & Obst. 80:561-67, June 1945 


In experiments on mice, radioactive 
sodium was employed to determine 
the sodium content of normal tissues 
and tissues injured by burning (Ro- 
senthal’s technic) and by the applica- 
tion of tourniquets. It was found that 
the sodium content of injured skin 
and muscle is greatly increased; and 


this increase in sodium is proportion- 
ately greater than the increase in 
water (edema). It was apparent, 
therefore, that the injured tissues had 
gained more sodium than water, and 
that the extracellular sodium had in- 
filtrated into the “intracellular com- 
partment,” indicating some demoli- 














164 QUARTERLY REVIEW OF SURGERY 





tion of the antisodium barrier. By 
this redistribution of sodium and wa- 
ter, about one-half the total amount 
of extracellular sodium was “side- 
tracked” and rendered unavailable. 
After the administration of a dose of 
0.9 per cent sodium chloride’ equal to 
16 per cent of body weight, the so- 
dium was almost completely retained 
by mice that had been injured and 
were in shock, while normal controls 
excreted a large percentage of the 
sodium so given. 

Recent investigators have found 
evidence that the volume of circulat- 
ing plasma is dependent largely upon 


the volume of extracellular fluid and 
its sodium concentration. Salt deple- 
tion involving the reduction of sodium 
in the extracellular fluid has been 
found to cause a greater reduction in 
plasma volume than water depletion. 
The authors’ experiments show the 
great accumulation and “sidetracking” 
of sodium in injured tissues, followed 
by reduction of plasma volume that is 
characteristic of shock. These findings 
explain the successful treatment of 
shock in experimental animals and in 
man by the administration of large 
volumes of isotonic solutions of sodi- 
um salts. 23 references. 4 tables. 1 
figure. 


METABOLIC ALTERATIONS FOLLOWING THERMAL BURNS: 
IV. THE EFFECT OF TREATMENT WITH WHOLE BLOOD 
AND AN ELECTROLYTE SOLUTION OR WITH PLASMA 
FOLLOWING AN EXPERIMENTAL BURN 


Wituiiam E. Apporr, Frrepa L. Meyer, Joun W. HirsHFecp, 
and Gracrk E. GriFFIn 
Detroit, Mich. 
Surgery 17:794-804, June 1945 


In a previous publication the altera- 
tions in the plasma volume, hemato- 
crit, total circulating plasma protein, 
and albumin during the convalescent 
phase in burned animals were present- 
ed. Following the completion of this 
work it seemed desirable to determine 
the effect of treatment with plasma or 
with whole blood and a salt solution 
orally on these aforementioned blood 
studies (plasma volume, hematocrit, 
red blood cell mass, total circulating 
plasma protein, and albumin). The 
studies were undertaken in the hope 
of further clarifying the metabolism 
of salt and water in burned animals 
and to determine whether or not the 
anemia which occurs during the con- 
valescent phase could be prevented. 
In other forms of experimental 





shock, salt solutions in large amounts 
have proved to be of value. It also 
has been noted that the plasma pro- 
tein concentration falls during this 
form of therapy but apparently this 
fall did not impair the chance of sur- 
vival. The use of concentrated albu- 
min during the convalescent period 
when the total circulating albumin is 
low and the body water is increased 
may prove desirable. Since whole 
blood in adequate amounts seems to 
prevent the anemia which is usually 
encountered from occurring, it would 
seem wise to administer it in conjunc- 
tion with the electrolyte solution, in 
preference to plasma. In_ second- 
degree burns, where the loss of red 
cells is not great, smaller quantities of 
whole blood should be adequate, and 
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in patients with a large third-degree 
burn subsequent small transfusions 
may be indicated. 

By giving whole blood intravenous- 
ly (amounts equaling up to 5 per cent 
of the body weight) during the shock 
phase, the anemia that is encountered 
during .the convalescent period of 
burned animals or patients has been 
ameliorated or prevented. When a 
salt solution is given by mouth with 
whole blood intravenously during the 
shock phase following a burn, undue 
hemoconcentration is not encountered 
and recovery is satisfactory. Inasmuch 
as burned animals and patients usually 
show a marked retention of water 
during the postshock period, the fall 
in the plasma protein, chloride, and 
sodium concentrations often does not 
indicate a deficiency of these elements 
but rather a dilution of them. The de- 
crease noted in the plasma albumin 
concentration is due not only to dilu- 
tion but also to an actual decrease as 
shown by the fall in the total circu- 
lating plasma albumin. 25 references. 
1 figure. 


REFERENCES TO CURRENT ARTICLES 


The Circus Disaster and the Hartford 
Hospital. Donald B. Wells, Hartford, 
Conn. New England J. Med. 232: 
613-16, May 24, 1945. (In the man- 
agement of disasters the most essential 
factors are preparedness and adequate 
shelter and the most essential therapeu- 
tic factors are blood plasma and ade- 
quate personnel. In the Hartford dis- 
aster the burns were under the care of 
the Burn Committee of the hospital, 
which had prepared a typed-out plan of 
treatment for burns for the use of the 
internes. ‘This hospital had adequate 
physical equipment, trained personnel 
and an organized professional staff with 
a clear concept of the issues at stake, in- 
cluding the significance of peripheral 
vascular failure and the limitations of 


bacteriostatic agents. It is urged that 
the instructions printed for the internes 
of this hospital be published. The meth- 
ods of treatment are briefly mentioned, 
including pyruvic acid, succinic acid and 
early skin grafting.) [The experiments 
of Lam and Puppendahl (abstracted 
above) showed that any wet dressing 
appeared to be as effective in removing 
slough as the pyruvic acid.—Ep. | 

Degenerative White Blood Cell Picture 
as an Indication of ‘Toxemia from 
Burns. John Van Duyn II, Syracuse, 
N. Y. Arch. Surg. 50:242-52, May 
1945. (The question of the specific 
toxicity of burns has not yet been settled. 
Following a brief history and review of 
the literature a study of 7 cases is pre- 
sented. It was concluded that there is 
an inhibitory effect on the leukopoietic 
system characterized by degenerative 
changes in the white blood cells as dis- 
tinguished from regenerative changes 
resulting from ordinary stimulation. The 
degenerative blood picture is due to toxic 
inhibition. ‘Therefore a true toxemia 
exists in burns distinct from trauma and 
hemoconcentration on one hand and 
sepsis on the other, and it is due to ab- 
sorption of some toxic substance from the 
burn area. During the toxic phase of 
burns prognosis may depend on the de- 
gree of degeneration of the white blood 
cells. If there is a mixed degeneration 
and regeneration, prognosis is worse. 
Large whole blood transfusions begun 
immediately after the period of hemo- 
concentration and repeated as indicated 
by the appearance and disappearance of 
degenerative changes in the white cells 
constitute the best general measure to 
combat the toxemia of burns. Liver ex- 
tracts may also be injected as they are 
known to exert a beneficial effect on 
the degenerative white blood cell -pic- 
ture. ) 


Distant Secondary Circulatory and Vaso- 
motor Reactions to Accidental Electric 
Shock. George H. Hyslop, New York, 
N. Y. Bull. New York Acad. Med. 
21:302-306, June 1945. (Secondary 
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effects of electric shock are those that 
occur in tissues not traversed directly by 
the current. Blood pressure reactions to 
electric shock have been observed; if 
there is a systemic reaction to the electric 
shock, the blood pressure reactions would 
supposedly be the same as those in sys- 
temic shock due to other causes. If the 
current directly affects respiratory or 
circulatory centers in the medulla, or the 
muscle or innervation of the heart, this 


also would affect the blood pressure. 


52. Shock 


Focal reactions in the brain, when the 
current does not traverse the brain di- 
rectly, are to be attributed to stimuli dis- 
tributed over a neurovascular network, 
causing damage to the blood vessels of 
the brain. If the blood vessel walls suffer 
structural damage and impairment of 
permeability, the effects in the brain tis- 
sue might be delayed so that the onset of 
focal symptoms would also be delayed, 
as has been observed in some cases re- 
ported. 6 references. ) 


LOCAL FLUID LOSS, NERVE STIMULI AND TOXINS IN THE 
CAUSATION OF SHOCK 


Dacvas B. PHEMIsTER and Cart H. Lagsrar 
Chicago, Ill. 


Ann. Surg. 


Renewed attempts to extend the 
field of spinal anesthesia, and renewed 
efforts on the part of surgeons to pre- 
vent shock by blockage of nerve im- 
pulses from the field of operation or 
injury by the use of local anesthetics 
are needed. In a search for more evi- 
dence on this subject, an effort was 
made to determine how much of the 
reported protection against limb trau- 
ma shock afforded by spinal anesthesia 
was due to blockage of sensory nerves 
preventing the flow of presumable 
nociceptive stimuli from the trauma- 
tized field, and how much was due to 
blockage of vasomotor and motor 
nerves with resultant temporary fall 
in blood pressure reducing the amount 
of hemorrhage. Experiments were 
conducted on 38 dogs, divided into 3 
main groups. The trauma was limited 
to the right hind limb and the local 
fluid loss was determined by compari- 
son of the weights of the hindquar- 
ters, using the bisection technic of 


Blalock. 


121:803-20, 


June 1945 


No evidence was obtained from 
these limb trauma experiments that 
either a flow of nociceptive stimuli 
from the injured field or toxin forma- 
tion is an important contributing fac- 
tor in the initiation of any circulatory 
impairment or shock which followed. 
The animals in which the trauma was 
applied soon after the administration 
of a spinal anesthetic, were protected 
from shock principally by the block- 
age of the vasomotor and (less im- 
portantly) motor nerves, which great- 
ly lowered the blood pressure and lim- 
ited the hemorrhage to an amount 
that was too small to produce shock, 
instead of by the blockage of afferent 
impulses. The maintenance of such a 
low blood pressure by spinal anesthe- 
sia for the prevention of shock during 
an operation on man is contraindicated 
as the amount of anesthetic required 
would be too toxic. 

In all of the experiments where 
shock developed the local blood loss 
was large and constituted the out- 
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standing causative factor. There ap- 
pears to be no indication for the re- 
newal of efforts to prevent shock by 
the blockage of afferent nerve im- 
pulses through the use of local or spi- 
nal anesthesia. Indications for the use 
of local or spinal anesthesia in shock 
are based on other grounds. 10 ref- 
erences. 
REFERENCES TO CURRENT ARTICLES 
Shock in Acute Infections. H. D. Warren 
(Major, M.C., A.U.S.) ,V. hy Balboni 
(Capt., M.C., A.U.S.), F. . Rogliano 
(Capt., M.C., A.USS.) ia A. Feder 
(Capt., M.C., A.U.S.). New England 
J. Med. 232:671-74, June 7, 1945. 
(Attention is drawn to the abrupt rise 
in temperature to a high level shortly 
preceding the overwhelming spread of 
infection. This is followed by an equally 
abrupt fall in temperature without a cor- 
responding drop in the respiratory and 
pulse rate. QOliguria is present during 
the period of hypotension. Shock in the 
3 cases presented was probably due to 
sudden invasion of the vascular system 
by bacteria or bacterial toxins, or both, 
paralyzing and dilating the capillary bed. 
These cases included one of severely 
toxic scarlet fever, one of fulminating 


53. Transfusions 


REFERENCES TO CURRENT ARTICLES 
Clinical Use of a Red Cell Amino Acid 
Mixture as a Substitute for Whole Blood 
Transfusions. B. G. P. Shafiroff (Lt. 
Col., M.C., A.U.S.), I. S. Barcham, 
New York, N. Y. and H. Doubilet 
(Capt., M.C., A.U.S.). Am. J. Surg. 
68 :348-50, June 1945. (A mixture of 
blood cells, amino acids and isotonic glu- 
cose solution was found to be of general 
therapeutic value as a_ substitute for 
whole blood transfusions. The mixture 
was used 164 times in 31 patients. In 
10, it was the sole preoperative infusion. 
Fach of 7 patients received 9 infusions. 
The mixture was also given to 4 patients 


meningococcemia and one of type III 
pneumonia. Vigorous antishock therapy 
is indicated to maintain the patient until 
specific serum or drugs can be obtained. ) 


The Use of Drugs in Resuscitation From 


Electric Shock. Cecil K. Drinker, Bos- 
ton, Mass. J.A.M.A. 128:655-56, 
June 30, 1945. (Hitherto no substance 
has been discovered which can be given 
by injection which benefits respiration 
significantly. Caffeine and sodium ben- 
zoate intravenously may be useful but 
have no specific potency. Further re- 
search is urged. Circulatory derange- 
ments resulting from electric shock may 
be slight and in such cases resuscitation 
is easy. But if several minutes of absent 
breathing elapse before artificial respira- 
tion is started, oxygen administration 
will be required in addition to artificial 
respiration. If nearby units are affected 
as well as the breathing center, the above 
measures and absolute rest will be re- 
quired with injections of epinephrine, if 
the blood pressure continues low, made 
very slowly as a last resort. Earlier, 
caffeine and sodium benzoate should be 
given. Also in cases of ventricular fibril- 
lation epinephrine may be __ injected 
through the chest wall directly into the 
heart. ) 


in shock. The reactions were like those 
following blood transfusion. Improve- 
ment of hypoproteinemia was noted in 
all cases. -After each infusion the red 
cell count rose from 50,000 to 215,000 
cells per cmm. Hemoglobin increased 
3 to 13 per cent after each infusion. 
The rise in plasma proteins was slow.) 


Reactions to 10,000 Pooled Liquid Human 


Plasma Transfusions. Edward B. Mil- 
ler (Capt., M.C., A.U.S.) and Leslie 
H. Tisdall (Major, M.C., A.U.S.). 
J.A.M.A. 128:863-67, July 21, 1945. 
(There were 296 reactions [2.96 per 
cent]. Of these 200 were thermal and 
105 allergic reactions. Combined reac- 
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tions occurred in 11 patients. Eighty- 
nine thermal reactions were attributed 
to the plasma itself. There were no 
severe reactions, fatalities or near fatali- 
ties and no hemolytic reactions. ‘Ther- 
mal reactions can be prevented by proper 
cleansing of apparatus. Allergic reactions 
cannot be prevented, but their incidence 
may be reduced by careful selection of 
donors. The safest method of procuring 
blood and of processing plasma is by the 
closed vacuum technic. The use of 
pooled liquid human plasma is safe and 
attended by fairly infrequent reactions 
of relatively mild nature. ) 

g Plasma 
Transfusions: Observations in Thirty- 
Three Cases. Emanuel M. Rappaport 
(Capt., M.C., <A.U-S.). J.A.M.A. 
128:932-39, July 28, 1945. (Jaundice 
developed in 32 patients having received 
plasma or blood transfusions 9 to 18 
weeks previously. Subclinical cases of 
hepatitis may go unrecognized. Quanti- 
tative van den Bergh estimation should 
be determined at monthly intervals from 
the third to the sixth month after injec- 
tion of pooled plasma for detection of 
latent hepatitis. The icterogenic agent 


Hepatitis Following Blood or 


may be transmitted by subjects in the 


preicteric phase of infectious hepatitis or 
by healthy carriers. The prophylactic 
use of gamma globulin added to the 
pooled plasma or by intramuscular injec- 
tion after transfusion appears to warrant 
a trial. Apart from epidemic hepatitis, 
transfusions may be the commonest 
cause of jaundice in the armed forces at 
present. ) 


Experience with Whole Blood and Plasma. 


Forest H. Coulson (Capt., M.C., 
A.U.S.). J. Bone & Joint Surg. 27: 
457-58, July 1945. (A description of 
the demands for whole blood and plasma 
in the European theater of operations 
and the reasons for the use of blood far 
in excess of expectations. In cases of 
rapid and severe hemorrhage, plasma 
alone is insufficient, but where blood loss 
is small plasma can be used to restore all 
or part of the blood volume. Emergency 
procedures requiring whole blood before 
and after operation are done more fre- 
quently and farther forward in the line 
of evacuation than was expected. Whole 
blood became readily available through 
blood banks. It is easier to use when 
typing and cross matching are not neces- 
sary and has been used to support pa- 
tients with gas gangrene and other in- 
fections during chemotherapy. ) 


54. Wounds 


REFERENCES TO CURRENT ARTICLES 


usually severe. Children recover more 





Notes on Adder Bite (England and 
Wales). C. W. Walker. Brit. M. J. 
2:13-14, July 7, 1945. (The adder, 
Viper berus, is the only poisonous snake 
in this region. Danger from its bite is 
greatest in summer. Immediately fol- 
lowing the bite there occurs a_ local 
spreading hemorrhagic edema with a 
general reaction of varying degree from 
slight weakness to general collapse. Fifty 
per cent of these cases are serious. In 
young children the shock reaction is se- 
vere, in teens and adults mild, moderate, 
or severe, in equal proportions. In per- 
sons over 45 years of age the reaction is 


quickly than adults. Recovery is com- 
plete and there are usually no after- 
effects. Fatal cases are rare but death 
has been known to result even in young 
healthy children. Antivenene serum had 
not been given in the fatal cases, and 
death occurred in from 6 to 60 hours. 
There have been 7 deaths from this 
cause in England in the past 50 years. ) 


Treatment of Wounds. George Crile, Jr. 


Cleveland Clin. Quart. 12:48-59, April 
1945. (Discusses the principles of 
wound treatment, but notes that each 
wound must be treated individually. 
Discusses the prevention of infection in 
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wounds, the treatment of established in- 
fection, removal of foreign bodies, and 
the maintenance of blood supply, which 
is necessary for healing. Immobilization 
is of prime importance in the prevention 
of the development and spread of infec- 
tion, and in eliminating mechanical fac- 
tors that interfere with healing. 7 ref- 
erences. ) 

Incidence of Rat Bites and Rat Bite Fever 
in Baltimore. Curt P. Richter, Balti- 


more, Md. J.A.M.A. 128:324-26,. 


June 2, 1945. (Seven of 93 patients 
bitten by rats within an area of jess than 


2 square miles in Baltimore [over a pe- 
riod of 4 years] developed rat bite fever 
[10.7 per cent]. Sixty per cent of the 65 
patients treated at the Johns Hopkins 
Hospital were babies under 1 year of 
age. None of these died. The patients 
were bitten while asleep. Persons are 
much more likely to be bitten in heavily 
infested districts with poor housing and 
living conditions. It is suggested that the 
high incidence of physical contact be- 
tween rats and human beings may con- 
stitute an overlooked channel for the 
transmission of diseases from rats to hu- 
man beings. ) 


55. Military Surgery 


PREPARATION OF BATTLE CASUALTIES FOR SURGERY 


Henry K. BeecHer (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 121:769-92, June 1945 


Contrary to general belief bad 
wounds are not necessarily associated 
with severe pain. The worst pain in 
battle casualties is probably experi- 
enced in penetrating wounds of the 
abdomen. Besides pain, the wounded 
have also to contend with anxiety and 
thirst. It was found that small doses 
of barbiturates often yielded better 
results than morphine, and that small 
doses of both combined yielded better 
results than large doses of either. The 
euphoria immediately following in- 
jury usually gives way to marked de- 
pression, especially in amputation 
cases. If there is any doubt as to the 
need for amputation, the patient may 
be told that amputation is being con- 
sidered but that every possible effort 
will be made to save the limb. If am- 
putation is definitely planned, the pa- 
tient should be so advised before op- 
eration, and informed of the fact that 
marital and economical success is not 


precluded by such an operation. In 
more severe cases of facial disfigure- 
ment, blindness, loss of the genitalia, 
spinal cord resection, etc., no definite 
answer as to the possible end results 
can be given, and the patient can only 
be comforted by being assured that he 
will receive every care and attention. 
It is particularly in this group that 
further study of the psychological ap- 
proach is needed. 

With regard to religious attitudes 
and requirements it will be found that 
the enlisted man is usually more re- 
ligious than the officer group. The 
wounded are frequently confused and 
frightened and may suffer from a 
guilt complex that can be relieved by 
the chaplain. 

A chart is presented showing the 
evacuation chain from line of combat 
to fixed hospitals. Management of the 
preoperative and shock wards is de- 
scribed, with a discussion of selection 
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of personnel for the Field Hospital 
and Evacuation Hospital and the re- 
lation of the surgeon to the preopera- 
tive ward. The routine procedures 
in the preoperative ward are listed. 

It was found that the average 
length of time for operation on the 
extremities is one hour, whereas op- 
erations on the head, chest and abdo- 
men require 2 hours. Important ele- 
ments in the preoperative care include 
appraisal of the condition, treatment 
of the local wound as part of resusci- 
tative procedure (control of hemor- 
rhage ), splinting, and surgery. 

Factors other than fluid replace- 
ment requiring consideration in treat- 
ment of the deficient circulating blood 
volume include position of the patient, 
gastric evacuation, gradual application 
of heat to maintain body temperature, 
all of which can be accomplished 
while blood replacement is under way. 
Also vasoconstrictor and stimulating 
agents and oxygen therapy are recom- 
mended. The various methods of 
fluid replacement are discussed. Pre- 
operative fluids by mouth are contra- 
indicated. Dehydration may be com- 
batted or prevented by parenteral ad- 
ministration of fluids, chiefly by in- 
travenous injection. A wet sponge to 
suck will comfort the patient without 
permitting too much fluid to be in- 
gested. The saline and glucose solu- 
tions administered to combat dehydra- 
tion are not blood substitutes. If it is 


impossible to give fluids by intrave- 
nous route, they may be given by 
mouth or subcutaneously. 

Plasma is not a blood substitute and 
is indicated chiefly for use in forward 


installations where blood transfusion 
is impossible, and for burns. Although 
it is not a satisfactory substitute for 
whole blood in severe hemorrhage, 
its use will give more time to get 
whole blood to the patient. Hemo- 
globin should be administered with 
plasma. Plasma alone is not adequate 
preparation for surgery. In badly 
wounded patients 500 cc. has been 
given as an initial dose, and the infu- 
sion should be cogtinued only until 
the systolic blood pressure rises to 
about 85 mm. Hg. After the patient 
has been admitted to a Field or Evac- 
uation Hospital, preparation for oper- 
ation will require about 1 unit of plas- 
ma to 3 units of whole blood. 

Albumin was employed in about 
200 patients. No difference in effect 
could be noted between one unit of 
plasma and one unit of albumin. The 
advantages of the latter over plasma 
consist in its small bulk and ready 
availability. Albumin is useful in 
Battalion Aid Stations and other difh- 
cultly accessible posts, in air-borne 
troops, ambulance planes and_ sub- 
marines. 

The indications for blood transfu- 
sion are listed, together with recom- 
mendations for rate of administration, 
the volume of blood to be used, haz- 
ards and reactions, grouping and 
cross-matching. Patients receiving 
1,000 cc. of blood or more and pa- 
tients under sulfonamide treatment 
should be alkalinized. It has been 
estimated that 2.5 per cent of battle 
casualties will require intensive resus- 
citative measures. Resuscitation must 
be practiced before, during and after 
operation. 
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CURRENT CONSIDERATIONS OF WAR SURGERY 


MicuHakEc E. DeBaxkey (Lt. Col., M.C., A.U.S. 


) and B. NoLtanp CARTER 


(Col., M.C., A.USS.) 
Ann. Surg. 121:545-63, May 1945 


Emphasis is placed on the fact that 
although definite progress has been 
made in the treatment of the wound- 
ed, many of the mistakes made and 
lessons learned in the last war were 
repeated in the beginning of this war. 
For this reason the authors feel it to 
be important to publish the more re- 
cently obtained knowledge before in- 
terest in military surgery wanes. Ex- 
perience in the treatment of shock has 
shown that whole blood transfusion is 
superior to plasma transfusion. 

In wound management, it seems 
that many errors have been attribut- 
able to an inadequate concept of the 
term “débridement,” an insufficient 
realization of the importance of leav- 
ing war wounds open or of the proper 
application of dressings in those left 
open, and the failure to recognize the 
need for splitting or bivalving encase- 
ments. Débridement means incision 
of the wound to explore all recesses. 
“FEpluchage” and “parage” refer to 
the second stage, 1.e., the removal of 
contaminated devitalized tissue. 

A frequent error of beginners is 
overexcision of skin. Fine-mesh plain 
gauze is probably better for packing 
than vaseline gauze. Opinions have 
differed somewhat regarding the car- 
rying out of immobilization. Plaster 
encasements are indicated but padding 
and splitting or bivalving the encase- 
ment are essential to avoid constric- 
tion. Although wounds are left open 
after the initial débridement to avoid 
infection, this method may lead to 
prolonged convalescence and excessive 
scar formation. With widespread use 
of secondary closure in wound sur- 


gery, the ideal technic is approached. 
Chemotherapy may reduce the extent 
and gravity of invasive infection but 
cannot take the place or minimize the 
importance of good primary surgery. 
The proper time for secondary closure 
is determined by the gross appearance 
of the wound rather than by bacteri- 
ologic studies. If there is slight in- 
fection, a “clean-up” is instituted 
prior to secondary closure a few days 
later. If there is severe infection, 
intoxication or anemia, a course of 
penicillin therapy and blood trans- 
fusion is given followed by surgical 
revision of the wound and staged 
closure. This method has resulted in 
good healing in 90 to 95 per cent of 
cases. In more complicated wounds, 
penicillin is used during both stages of 
treatment and until the danger of in- 
fection is past. Secondary anemia 
from initial blood loss must be cor- 
rected. 

There is no good evidence that 
sulfonamides used locally, systemi- 
cally or combined can appreciably re- 
duce the incidence or gravity of local 
wound infection or delay its develop- 
ment. Systemic use of sulfonamides 
may be of value in controlling inva- 
sive infection and preventing death 
from sepsis. Penicillin seems far more 
valuable as an adjunct to surgery than 
the sulfonamides, especially in com- 
plicated wounds. At present penicillin 
therapy is continued after the initial 
operation and maintained throughout 
the period following subsequent sur- 
gery until the danger of infection is 
past. 

A distinct advance in neurosurgery 
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has been made in the repair of skull 
defects employing tantalum plate. In 
patients with severe injury in which it 
was impossible during initial wound 
revision to accomplish end-to-end su- 
ture of the nerve, a sling suture of 
fine wire may be placed between the 
nerve ends, to prevent retraction of 
the cut nerve ends and facilitate iden- 
tification at subsequent operation. 
The best method of nerve suture is 
with fine tantalum wire on atraumatic 
needles followed by wrapping the line 
of anastomosis with tantalum foil. 

In thoracic surgery experience has 
shown that until the patient reaches a 
hospital with adequate facilities for 
preoperative preparation and _pains- 
taking surgery, sucking wounds 
should not be sutured, but should be 
closed promptly with a pad of vase- 
lined gauze molded to fit the opening 
in the thorax over which a tight ad- 
hesive dressing is applied. As the 
war has progressed, there has been 
a decided shift to early aspiration of 
hemothorax, the advantages of which 
are listed. Probably the greatest ad- 
vance in thoracic surgery in the pres- 
ent war is the management of massive 
clotting of blood in the pleural cavity 
and of empyema. With penicillin as 
an adjunct early operation is done for 
massive clotting of blood in the pleu- 
ral cavity, with removal of clots and 
of a dense layer of fibrin from the 


cavity. In posttraumatic empyema if 
extensive collapse of the lung occurs 
early, surgical decortication is per- 
formed. 

The striking reduction in the mor- 
tality in cases of penetrating wounds 
of the abdomen in World War II is 
attributed to the use of ample 
amounts of whole blood before, dur- 
ing and after operation, the availabil- 
ity of larger numbers of well-trained 
surgeons far forward in the combat 
areas, and the widespread use of ex- 
teriorization of wounds of the large 
bowel and of colostomy in manage- 
ment of these wounds and those of 
the rectum. The 2 types of colostomy 
which may be used at the initial op- 
eration, 1.e., loop colostomy and spur 
colostomy, are described. 

In bone and joint surgery, the 
trend is distinctly away from pro- 
longed encasement in gunshot frac- 
tures of the long bones. Joint wounds 
must be operated upon promptly with 
wide incision and removal of loose 
cartilage, bone and foreign bodies. 
The joint is then filled with penicillin 
solution and the synovial membrane 
is closed, leaving the skin open for 
secondary closure. External skeletal 
fixation is not practicable in combat 
In the treatment of burns, the 
pressure dressing applied over fine- 
mesh vaselined gauze has emerged as 
the method to be adopted by the 


areas. 


underlying lung to permit rapid ex- Army. The use of tannic acid is for- 
pansion of the lung to obliterate the bidden. 34 references. 
SOME APPLICATIONS OF THE SURGICAL LESSONS OF 


WAR TO CIVIL PRACTICE 
W. H. Ocirvie ( Major-General ) 


Brit. M.]. 


In this war, the advantages of de- 
layed primary suture of war wounds 
have become increasingly evident. In 


1:619-23, 


May 5, 1945 

civil life, the wounds of industrial and 
road accidents are similar to war 
wounds in that they are lacerated and 
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contaminated, although not as devital- 
ized as the wounds caused by modern 
weapons of war. In these wounds, as 
in war wounds, the primary excision 
of the wound, with as little trimming 
of the skin as possible, and secondary 
suture are indicated. As a covering of 
normal skin with subcutaneous fat 
gives a better result than any other 
method of wound closure, a certain 
amount of tension may be used to ap- 
proximate the skin at the time of sec- 
ondary closure. Where skin grafting 
is necessary, this should be done early. 
The need to provide skin cover of 
wounds at the earliest possible date 1s 
now “an article of surgical faith.” 
Many types of skin graft have been 
devised and the technic perfected. 
The author suggests that the princi- 
ple of two-stage closure may also be 
applied to some surgical, as well as to 
traumatic wounds. 

The use of blood and plasma to re- 
place blood and fluid loss and to com- 
bat hemorrhage and shock has now 
been developed on a large scale, and 
the methods developed of maintain- 
ing the supply of blood and plasma 
must be continued for civilian use, not 
only for the resuscitation of the in- 
jured but also for the restoration of 
the sick, especially after surgical op- 
erations. The author is of the opin- 
ion, however, that a “blood drip” 1s 
not necessary throughout such opera- 
tions as gastrectomy or resection of 
the rectum, as the value of blood 
transfusion is in replacing lost blood, 
and it is not required during operation 
unless severe blood loss is to be ex- 
pected. As a rule the administration 
of blood should be deferred after op- 
eration until the “circulatory require- 
ments” of the patient can be assessed 
accurately. In cases where there is 
protein deficiency rather than blood 


loss following operation, intravenous 
administration of amino acids is of 
value. 

Chemotherapy has also been devel- 
oped during the war. The value of 
both the sulfonamides and penicillin 
has been found to be that they keep a 
local infection of a wound local, and 
reduce the danger of spreading infec- 
tion from traumatic wounds or after 
operation in an infected area. Peni- 
cillin has been found to be effective 
against a wider range of organisms 
than the sulfonamides, including 
staphylococci and spirochetes. It is 
practically nontoxic. The disadvan- 
tages of penicillin are its instability 
and the “elaborate control” necessary 
in its use. 

The importance of correct methods 
in the treatment of the infected hand 
has been shown in the war; the author 
stresses the need for correct training 
of medical students in this branch of 
surgery. Varicose veins have been an 
Army problem; injection treatment 
“has no place” in the armed forces 
and it is doubtful, in the author’s 
opinion, if it is indicated in any case 
of varicose veins. The methods of 
surgical treatment developed in the 
services may be applied in civilian life. 

In the services, the work of the sur- 
geon and his relation to his colleagues 
are different from those in civil life. 
The surgery in the services is organ- 
ized on the basis of a “pyramid of re- 
sponsibilities.” Much that is good in 
this form of training and organization 
can be applied in civil life. 

| This article summarizes the present 
status of war surgery—not only from the 
British, but also from the American view- 
point—so well that it should be read by 
every physician worthy of the name. It 
speaks of two-stage closure of war wounds, 
of the importance of a skin cover for 
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wounds, the general care of the wounded 


patient, and chemotherapy; in addition, 
certain practical points concerning hand in- 
Furthermore, Gen- 


eral Ogilvie cites certain lessons concerning 


fections are discussed. 


certification of surgeons that have been 
learned from wartime organization and 


could readily be applied to the peacetime 
practice of surgery. Essentially 
ganizational lessons justify a 
and expansion of the 
American Boards. 


these or- 
continuation 
provinces of the 

Only one item in General Ogilvie’s pres- 
entation is open to criticism in the opinion 
of the Editors. 
criticizes starting blood transfusion 
beginning of such 


This is where he 
at the 
“straightforward opera- 


of one 


tions” as resection of the 
Reg 

rectum. QOgilvie’s idea is that these opera- 

tions should be done without the 

sufficient blood to make 

necessary, and if perchance it does become 


blood 


gastrectom\ or 


loss of 
blood transfusion 
should — be 


necessary, transfusion 


given as a therapeutic treatment, rather 
than as a prophylactic agent. The work 


of Gatch and Little (Amount of Blood 
Lost During Some of the More Common 
Operations, ].A.M.A. 83:1075-76, 1924) 
indicates that the blood loss in these opera- 
tions is often greater than the surgeon real- 
izes and a prophylactic transfusion can do 
no harm and often may be essential. Coller 
et al. (Coller, F. A., Crook, C. E., and 
Iob, V., J.A.M.A. 126:1-5, Sept. 2, 
1944) have made more recent observations 
on the same subject.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


A Curious Case of Air Embolism. P. R. 
Evans (Major, R.A.M.C.) and R. S. 
Murley (Capt., R.A.M.C.). Brit. J. 
Surg. 32:433-34, Jan. 1945. (An offi- 
cer wounded by a shell fragment in the 
left side of his face suffered hemorrhage 
and shock and malaria, 
all of which were controlled, and he was 
ready for evacuat‘on to a base hospital 
for definitive treatment of fracture of 
his jaw removal of the 
body, when he suddenly succumbed on 
the sixth day. 


post-traumatic 


and foreign 


The cause of death was 


air embolism, the air evidently having 
entered through the wound track via the 
nose and maxillary antrum. Shortly be- 
fore death he had attempted to cough, 
It is suggested that the sitting position 
may have played a part. If he had been 
lying down pressure would have caused 
hemorrhage instead of air aspiration. ) 
The Mission of Surgical Specialists in the 
U. S. Army. Fred W. Rankin (Brig. 
Gen., U.S.A.). Surg., Gynec. & Obst. 
80 :441-44, April 1945. (In addition 
to the Chief Surgical Consultant and his 
staff in the office of the Surgeon-Gen- 
eral, surgical consultants have been as- 
signed to every service command in the 
* saa of the Interior, to all active thea- 
ters of and to 
army. 


operation every active 
The program of supervision, co- 
ordination and policy-making originated 
in the Surgeon-General’s office and, in- 
tegrated throughout the various echelons 
in the Zone of the Interior and the thea- 


ters of operation, has resulted i In an equa- 


ble distribution of surgical talent and 
a consequent maintenance of a_ high 


standard of surgery, always comparable 
and frequently superior to that available 
to a cross section of the population of the 
country. It is hoped that the Army will 
develop specialization within its 
ranks in the future. ) 


own 


Remarks on a Few Surgical Problems in 
Aviation Medicine. Randolph L. Clark, 
Jr. (Major, M.C., A.U.S.) and Alfred 
R. Shands, Jr. (Lt. Col., Me C., 
A.U.S.). Ann. Surg. 121:564-72, May 
1945. (Aviation casualties are ysl 
in groups according to their causative 
factor, including injuries due to aircraft 
accidents, enemy gunfire, parachute in- 
juries and environment. As_ regards 
therapy, only general methods, new ad- 
vances, and therapy peculiar to Air 
Corps injuries are discussed. Primary 
closure of wounds can be accomplished 
with less risk owing to the reduced haz- 
ard of infection in wounds produced in 
the air. Oxygen masks and electric 
blankets combat oxygen deprivation and 


lowered temperature. The new ad- 
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vances in treatment of burns and frost- 
bite are discussed and the advantages of 
prophylactic use of penicillin.) 


An Emergency Surgical Plan in an Army 


Air Force Hospital. Harry J. Warthen, 
Jr. (Lt. Col., M.C., A.U.S.). Ann. 
Surg. 121:573-82, May 1945. (The 
plan adopted by one Army Air Force 
Hospital to meet surgical emergencies is 
outlined. A large bulletin board in the 
emergency room contains in alphabetic 
order the recommended treatments for 
all anticipated surgical emergencies. “The 
antidotes for various poisons are listed 
and the insect and snake bites for which 
there are specific antivenoms. The tech- 
nic of some of the more involved but 
infrequent surgical procedures are out- 
lined as well as the recommended treat- 
ment for wounds involving major ves- 
sels and nerves. Three surgical carts are 
stocked with medications, sterile instru- 
ments and dressings. All equipment that 
might be needed is placed in one room in 
the surgical pavilion. Each surgical spe- 
cialty is requested to prepare packs per- 
mitting immediate treatment of emer- 
gency conditions arising in that specialty. 
This plan would be useful also in civilian 
hospitals in the handling of accident 
cases. ) 

Rapid Method of Locating Shell Frag- 
ments, Using X-Rays. T. N. P. Wilton 
(T/Surg. Lt., R.N.V.R.). Brit. M. J. 
1:637, May 5, 1945. (Describes a 
method of x-ray localization of shell 
fragments under war conditions where 
more elaborate methods cannot be em- 
ployed. A strip of adhesive tape is ar- 
ranged so as to contain lead shot spaced 
at intervals of | inch, with cardinal points 
at every 12 in. marked by 3 lead pellets. 
This tape is laid along the length of the 
injured limb and a gentian violet solu- 


tion applied in small dots to the skin, to 
correspond with the lead shot in the tape. 
At operation the gentian violet dots on 
the extremity correspond with the lead 
shot on the x-ray film, and the trans- 
verse plane of the foreign body becomes 
evident. ) 


Transportation of the Wounded Soldier. 


John G. Manning (Lt. Col., M.C., 
A.U.S.). J. Bone & Joint Surg. 27:458- 
59, July 1945. (Wounded soldiers are 
transported to the rear as rapidly as pos- 
sible to receive definitive treatment in 
general hospitals. Patients with frac- 
tures of the long bones are transported 
to general hospitals in the United King- 
dom by rail, plane or boat. During this 
journey treatment is directed to relieve 
pain and to prevent shock and infection. 
At the Battalion Aid Station adequate 
splinting is applied and sulfonamides are 
administered. ‘Thence they are taken to 
the Collecting Company, where cases 
are sorted and given treatment if re- 
quired. Patients who can be transported 
are sent by ambulance to the Evacuation 
Hospitals, except chest cases and other 
serious cases which are sent to the Field 
Hospital. At the Evacuation Hospital, 
extremity wounds receive primary surgi- 
cal treatment and sorting is done to de- 
termine priority for surgery. The types 
of splints and casts used are listed. From 
the Evacuation Hospital and Field Hos- 
pital, the soldiers are taken to Transit 
Hospitals near the air fields. Here 
chemotherapy is continued and compli- 
cations are dealt with. The men are 
then loaded on the hospital train and 
sent to another Transit Hospital, where 
they are held for air evacuation. Al- 
though it is a long trip, it has not jeop- 
ardized life or limb except in a few in- 
stances. ) 
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56. Experimental Surgery 


RESPIRATION AND CIRCULATION DURING DEATH AND 
REVIVAL OF AN EXSANGUINATED ANIMAL 


V. A. NEGovskI 


All-Union Institute of Experimental Medicine, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 2:408-48, June 1945 


In experiments on dogs in which 
clinical death was produced by bleed- 
ing, it was found that if the period of 
clinical death did not exceed 5 to 6 
minutes, the use of the perfusion ap- 
paratus was not necessary for resusci- 
tation. But if the period of death 
lasts for 8 to 10 minutes or longer, 
aerated blood must be injected and 
forcible artificial respiration must be 
employed at the same time. 

In experiments in which the blood 
is withdrawn rapidly, respiration at 
first becomes deep, then accelerates 
and deepens again; after an alterna- 
tion of strong and weak breaths, the 
breathing becomes shallow and quick- 
ens; there is then a pause, followed by 
agonal breathing, before respiration 
stops. The heart stops before respira- 
tion. When clinical death lasts 5 to 6 
minutes, spontaneous respiration be- 
gins usually in 2 to 3 minutes after 
revival, at which time the heart 1s al- 
ready functioning. The respiration 1s 
at first irregular, then becomes normal 
and regular after 18 to 20 minutes. 
When clinical death lasts for 8 min- 
utes, respiration is even more irregu- 
lar, and begins later; it does not be- 
come entirely normal until after 50 to 
60 minutes. 

The heart action usually stops at 
the 6th minute after the beginning of 
bleeding, before respiration stops; 
there may be terminal contractions of 
individual heart muscle groups after 


this time, but the author considers that 
these contractions do not represent 
true heart action. 

The ocular reflexes frequently dis- 
appear during the terminal pause of 
respiration; their time of restoration 
depends upon the duration of the 
period of clinical death; the restora- 
tion of ocular reflexes always follows 
the restoration of cardiac action and 
of respiration. 

According to the author’s findings, 
the successful revival of the animal 
depended more upon the time of re- 
turn of spontaneous respiration than 
upon the return of cardiac action. In 
most cases cardiac action was restored 
in the first minute. Of 8 animals in 
which spontaneous respiration _ re- 
turned at the 2nd minute after resus- 
citation was begun, 7 animals sur- 
vived. The percentage of survivals 
diminished as the time of return of 
spontaneous respiration — increased; 
when spontaneous respiration did not 
return till the.9th minute or later, all 
animals died. In most experiments 
the first spontaneous breath was pre- 
ceded by a rising blood pressure, indi- 
cating a renewed vascular tone. 

During blood loss, there is a suc- 
cessive elimination of the different 
muscles participating in respiration. 
The diaphragm is first paralyzed, then 
the respiratory movements of the 
thoracic wall; the contractions of the 
neck muscles persist longest. During 
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revival, the respiratory movements of 
the neck muscles are first to reappear. 

Artificial respiration has been found 
to be important in revival of the ani- 
mal after clinical death, and clinical 
experience has also shown it to be im- 
portant in cardiac failure. The author 
has employed both arterial and intra- 
venous infusions in revival of animals 
after clinical death; but has found 
powerful artificial respiration also es- 
sential for complete revival. Intra- 
arterial injection of blood used clin- 
ically would also be more effective if 
combined with artificial respiration. 
The time for intravenous blood infu- 
sion must be carefully gauged; and 


intra-arterial injection should be 
stopped when artificial respiration is 
begun. 

The dominant factor in influencing 
effective revival of the animal appears 
to be the duration of cerebral anemia, 
which depends upon the length of the 
dying period. The author’s experi- 
ments indicate that it is not: changes 
in the brain, but the complete absence 
of cerebral circulation which occurs in 
clinical death, that affects the centers. 

With the methods of revival used, 
blood loss exceeded 50 to 60 per cent 
of the blood volume in animals that 
survived. 1 reference. 20 figures. 7 
tables. 


57. Miscellaneous 


REFERENCES TO CURRENT ARTICLES 

Body Mechanics and Posture. K. G. Hans- 
son, New York, N. Y. J.A.M.A,. 128: 
947-53, July 28, 1945. (Following a 
review of the relationship of posture to 
health and the evolution of posture, as 
evidenced in the skeleton, muscular sys- 
tem, gastrointestinal tract, circulatory 
system, nervous system and endocrine 
system, the problem of posture standards 
and treatment is discussed. “Treatment 
includes avoidance of overactivity, cor- 
rection of dietary errors, provision for 
proper support in case of weakness, and 
postural exercises. Body mechanics at 
various age periods and their significance 
in orthopedics, pediatrics, obstetrics, gyn- 
ecology and medicine are discussed. The 
physician should be taught to analyze 
mechanical defects and prescribe proper 
treatment. <A short period of training 
has done much to correct posture defects 
in the men of the armed forces. ) 

Transactions of the Southern Surgical As- 
sociation: Address of the President: 
Whither Anon. Alton Ochsner, New 
Orleans, La. Ann. Surg. 121:385-94, 
April 1945. (The necessity for provid- 


ing more places for specialty training in 
the immediate postwar period is empha- 
sized, as well as the exigency of formu- 
lating and putting into operation a na- 
tion-wide prepayment plan for medical 
care. It is time to reject the ostrich-like 
attitude that there is no need for a change 
in medical practice and to formulate and 
promote a plan rendering periodic pre- 
payment. ‘The promulgation of a pro- 
gressive plan by the profession on a na- 
tion-wide basis will reasonably assure the 
defeat of measures providing for federal 
medicine with its bureaucracies, ineffi- 
ciencies and inadequacies. ) 


Healing Rate of Human Skin Determined 
by Measurement of the Electrical Poten- 
tial of Experimental Abrasions: A Study 
of Treatment with Petrolatum and with 
Petrolatum Containing Yeast and Liver 
Extracts. ‘IT. Cunliffe Barnes, Phila- 
delphia, Pa. Am. J. Surg. 69:82-88, 
July 1945. (It is demonstrated that 
measurements of the electrical wound 
potential of human skin may be used to 
indicate the rate of healing. Minor skin 
abrasions heal at an average rate of 2.3 
per cent per hour as indicated by the fall 
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in wound potential. An extract of yeast 
and liver incorporated in a petrolatum- 
lanolin ointment accelerates healing of 
human skin as compared with control 
abrasions treated with petrolatum alone. 
The method for recording electrical po- 
tentials of experimental abrasions is de- 
scribed. ) 


Herniation of Fascial Fat as a Cause of 


Low Back Pain: With Relief by Surgery 
in Six Cases. Ralph Herz, Cleveland, 
Ohio. J.A.M.A. 128:921-25, July 28, 
1945. (Pain in the back, occasionally 
with leg pain, in 6 cases was relieved by 
removal of a herniated tumor of fascial 
fat. In all cases there was a palpable 
mass which proved to be a trigger point 
of pain, and diagnosis was confirmed by 
injection of anesthetic solutions around 
the mass affording temporary relief. The 
palpable fat mass may be removed by 
wide dissection, or may be transfixed 
with needles before incision. ) 


Graduate Surgical Training in America. 


Calvin M. Smyth, Jr., Philadelphia, Pa. 
Ann. Surg. 121:793-802, June 1945. 
(A discussion of past and present in 
graduate surgical training in America 
as well as of the immediate postwar and 
future aspects. 
graduate training was brought to an 
abrupt halt by the war. Students who 
might have desired to begin training had 
to postpone it. The annual supply of 
trained young surgeons was cut off. A 
whole medical generation may be re- 


It is emphasized that 


quired to remedy this situation. A resi- 
dency of 9 months is worse than nothing 
and tends only to create inadequately 
trained men. It must be considered 
only as a stopgap. Opportunity to com- 
plete interrupted training must be of- 
fered. Suggestions for examination by 
the American College of Surgeons as an 
initial test for those aspiring to fellow- 
ship are presented. The need for in- 
creased training facilities can be met only 
by creation of more residencies. ) 


Air Embolism With Special Reference to 


Its Surgical Importance. Harrison §S. 
Martland, Newark, N. J. Am. J. Surg. 
68:281-86, June 1945. (The intro- 
duction of air under pressure into the 
uterus is the commonest cause of air 
embolism. The latter may not be a seri- 
ous complication and frequently causes 
no symptoms. Reactions may, however, 
be alarming, with collapse, shock and 
convulsions. Recovery without sequelae 
is the rule. Especially pulmonary air 
embolism may occasionally prove fatal. 
The systemic variety is less often fatal. 
The cerebral type is the most important 
of this variety. Death occurs in 2 to 5 
days and the patient may be maniacal, 
stuporous or comatose. Greater care is 
urged in diagnostic and therapeutic pro- 
cedures entailing introduction of air un- 
der pressure into the vagina, uterus, 
bladder, peritoneum and _perinephritic 
space, as also when operating in the vi- 
cinity of large vessels or dealing with 
wounds in these regions. ) 
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Abdomen 
injuries 
—diagnosis of doubtfully penetrating abdominal 
wounds, a lesser operative procedure, 67 
urgery: 
—abdominal pain in children from a surgical stand- 
point, 68 
—transverse upper abdominal incision, 66 
—wound disruption following cotton sutures, 69 
fumors: 
—lymphangioma of the abdomen, an unusual case, 
68 
Acrylic Resin 
—acrylic resin as an implant for correction of 
facial deformities, 40 
Actinomycosis 
—cervicofacial actinomycosis successfully treated 
by penicillin without surgical drainage, 38 
—penicillin and sulfonamides in the therapy of 


: : fe 
actinomycosis, 12 


Adrenal Glands 
urgery: 
—further case of paranoid psychosis successfully 
treated by adrenalectomy, 68 
—hypertrichosis with mental symptoms, the effect 
of adrenalectomy, 67 


Allantoin 
—allantoin-sulfanilamide ointment in surgery, 11 


Amino Acids ‘ 
—clinical use of a red cell amino acid mixture 
as a substitute for whole blood transfusions, 
167 
—fatality associated with the administration of 
amino acid digest, 6 
—practical use of amino acids in protein nutrition, 7 
Ampulla of Vater 
cancer: 
—radical duodenopancreatectomy in one-stage for 
carcinoma of the ampulla of Vater, report of 


case with successful outcome, 115 


Amputations—See also Hand, amputations. 
—psychiatric reaction to amputation, 162 


Anemia 
pernicious: 
—pernicious anemia and the early diagnosis of 
tumors of the stomach, 73 


Anesthesia 

—anesthesia, 5 

—anesthesia by combined intravenous pentothal so- 
dium and local nerve block, 1 

—anesthetic agents as factors in circulatory reac- 
tions induced by hemorrhage, 5 

—curare in anesthesia, § 

—explosions in anesthesia, 6 

—factors influencing trends in anesthesia, 2 

—operating room explosions, § 

—prolonged anesthesia, 4 

inhalation: 

—cyclopropane, a personal evaluation, 4 

intravenous: 

—notes regarding the use of intravenous sodium 
pentothal anesthesia in major surgical cases, 5 

—simple apparatus for continuous intravenous an- 
esthesia, 4 


nerve block: 

—anesthesia for laryngofissure, 5 

—intercostal nerve block, 6 

—intercostal nerve block in balanced anesthesia, 3 
spinal: 

—lumbosacral subarachnoid block, 4 


Aneurysm 
—traumatic aneurysm of the first portion of the 
left vertebral artery, 142 
gastric: 
—ruptured anastomotic aneurysm of gastric ar- 
teries, case report and review of literature, 87 


Ankle 
—third routine x-ray exposure of the ankle joint, 


161 


Anus 
fistula: 
—operation for anal fistulas, some reasons for 
failures, 109 
Appendectomy—See Appendix, surgery. 
Appendicitis 
—acute appendicitis in childhood, 93 
—epiploic appendicitis, a cause of left-sided ab- 
dominal pain, case report, 94 
—obstructive appendicitis, 94 
complications: 
—appendical peritonitis, 92 
surgical treatment—See Appendix, surgery. 
Appendix 
surgery: 
—transverse incision for appendectomy, 94 
Arm 
fractures: 
—rotational deformity in the treatment of frac- 
tures of both bones of the forearm, 150 


Arteries 
rupture: 
—-spontaneous rupture of the axillary artery, 139 


Arthritis—See Osteoarthritis. 
Arthrotomy—See Knee Joint. 
Atlas 


fracture: 
—fracture of the atlas, review and presentation of 
data in eight cases, 19 
Aviation 
—remarks on a few surgical problems in aviation 
medicine, 174 
Backache 
—herniation of fascial fat as a cause of low back 
pain, with relief by surgery in six cases, 178 
Bile Ducts 
—method of re-establishing continuity between the 
bile ducts and the gastrointestinal tract, 112 
—strictures of the common and hepatic bile ducts, 
114 
—use of the vitallium tube in stricture of the com- 
mon bile duct, 111 


Blast Injury 
—blast injury of the lung, possible explanation of 
mechanism in fatal cases, an experimental 
study, 54 
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Blood Substitutes 
—<clinical use of a red cell 


acid 


transfusions, 


amino mixture 


as a substitute for whole blood 


167 


Blood Transfusion—See also Blood Substitutes; 
Plasma. 

—experience with whole blood and plasma, 168 

—hepatitis following blood or plasma transfusions, 
observations in thirty-three cases, 168 

—metabolic alterations following thermal burns, 
the effect of treatment with whole blood and 
an electrolyte solution or with plasma follow- 
ing an experimental burn, 164 


Blood Vessels 
injuries: 
—experiences with sympathectomy in peripheral le- 
sions, 138 


Bone 
diseases—See also Osteomyelitis. 


—chronic melioidosis, a case showing multiple le- 
sions of bone, joints and lungs, 153 


bone, 154 


—eosinophilic granuloma of bone, 154 


= hinococcosis of 


—experiences with injuries and diseases of bone in 
World War II, 148 

fumor 

—bone sarcoma in polyostotic fibrous dysplasia, 153 

— isolated myeloma in a fourteen-year-old boy, 15 
—plasmocytoma of bone, 153 

Bone Grafts 
—simplified surgical approach to the posterior tibia 

for bone-grafting and fibular transference, 155 

—treatment of non-union or delayed union of frac- 


tures by means of massive onlay grafts fixed 
with vitallium screws, 150 
Bone Screws—See also Vitallium, screws. 
—continuous traction screw for fixation of frac- 
tures of the hip, review of 23 cases, 144 
Brain 
injuries—See Head, injurice 
Breast 
cancer: 
—response to preoperative irradiation as a clue to 
the management of breast cancer, 65 
urgery: 
—operative replacement of the mammary promi 


nence, 65 


Bronchi 


cancer—See Lungs, cancer. 


Bronchiectasis 


—infected bronchiectasis treated with intratracheal 
penicillin, 56 
Burns 
—circus disaster and the Hartford Hospital, 165 
—degenerative white blood cell picture as an indi- 


cation of toxemia from burns, 165 


—mechanism of shock from burns and trauma 
traced with radiosodium, 163 
—metabolic alterations following thermal burns, 


the effect of treatment with whole blood and 
an electrolyte solution or with plasma follow- 
ing experimental burn, 164 

treatment: 

—pyruvic acid method of burn slough removal, an 
experimental investigation, 163 


hand 


dorsum of the 


—resurfacing of 
burns, 38 


following 





Calcaneus 
—abnormality of the calcaneus as a cause of pain- 
ful heel, its 
ment, 142 


diagnosis and operative treat- 


Cancer—See also under names of organs and 
tissues. 
—closure of defects after cancer surgery, 44 
case of four 


—multiple carcinomas, a consecutive 


primary carcinomas with apparent cure, 15 
Casts 
—adjustable casts in the 
formities, 159 


treatment of joint de- 


—easy and economical method of making 


able casts, 149 
Carotid Body 


—carotid body tumors, review of the literature with 


remov- 


report of two cases, 36 
—tumor of the carotid body, 33 
Causalgia 

—causalgia, 31 
—causalgic states in peace and war, 21 
Cecum 


—volvulvus of cecum with reversed rotation of 


mid-gut, 105 
diverticula 
solitary diverticulitis of the 





cecum, 92 
—solitary diverticulitis of the cecum, report of two 


cases, 92 


Cervix Uteri 
cancer 
early cervical cancer, im- 


—irradiation failures in 


proved irradiation or return to 
Chest—See Thorax 
Children—See also Infants 
—abdominal pain due to 
dren, 124 
—abdominal pain in children from a surgical stand 
point, 68 


ee 
surgery’? 13 


urologic disease in chil- 


—acute appendicitis in childhood, 93 


—pediatric urological problem important to the 
general practitioner, 125 

Aernuia 

—hernia in infancy and childhood, 69 

tumors in 


bowel in childhood, 104 
Cholelithiasis—See Gallstones. 
Cholecystitis 


—acute 


—lymphosarcoma of the 


cholecystitis, a 
ifter 


study of the 
delayed 


comparative 
mortality immediate and 


operations, 110 


rate 


> 
4 


29 
Sz 


—acute cholecystitis, the surgical treatment of 

cases at the Presbyterian Hospital, New York, 

1932 to 1941 
Clamps 


—peritoneal clamp, 9 


inclusive, 113 


Clavicle 
—osteomyelitis of the clavicle, 154 
Colectomy—See Colon, surgery. 
Colles’s Fracture 
—treatment of malunited Colles’s fractures, 146 
Colitis 
ulcerative 
—further experiences with the surgical 
of intractable ulcerative colitis, 106 
—review of the surgical treatment of chronic ulcer- 
ative colitis, 107 


treatment 
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—surgery in relation to chronic nonspecific ulcer- 
ative colitis, experience at the University of 
Minnesota Hospitals, 99 

—surgical experiences with ulcerative colitis, 107 

Colon—See also Colitis. 

cancer 

—carcinoma of the colon, producing acute intestinal 
obstruction during pregnancy, 106 

—carcinoma of the large bowel, a review of cases 
treated by the Pfeiffer Surgical Clinic over 
a five-year period, 105 

—complications in the surgical treatment of carci- 
noma of the large bowel, 96 

—intestinal obstruction complicating colon carci- 
noma, 109 

—multiple primary malignant neoplasms of the 
rectum and sigmoid colon, report of five addi- 
tional cases, 107 

—transverse emergency colostomy for occlusion due 
to cancer of the sigmoid colon, 106 

—treatment of carcinoma of the colon, 95 

injurte 

—wounds of the colon, 98 

urgery 

—colon surgery and the sulfonamide drugs, 108 

—problems in the surgical treatment of congenital 
megacolon, 102 

—subtotal colectomy, 104 

—succinylsulfathiazole and phthalylsulfathiazole in 
surgery of the colon, 101 

Colonna Operation—See Femur, fractures. 
Cotton 

—wound disruption following cotton sutures, 69 
Curare 

—curare in anesthesia, 5 
Cyclopropane 

—cyclopropane, a personal evaluation, + 
Cysts 


presternal cyst, report of a case, 15 





Ductus Arteriosus 
patent 
—observations on ligature of the patent ductus 
irteriosus, 58 
—surgical closure of the patent ductus arteriosus, 58 
Duodenum 
alresta 
—duodenal atresia in the newborn, case report, 88 
11 rticuluy 
—duodenal diverticulum secondary to a_ gastric 
ilcer, 38S 
icine 
—pancreaticoduodenal resection, a preliminary re- 
port of eighteen cases, 116 
—radical duodenopancreatectomy in one-stage for 
carcinoma of the ampulla of Vater, report of 
case with successful outcome, 115 
ulcer—See Gastroduodenal Ulcer. 
Dupuytren’s Contracture 
—bridge operation for Dupuytren’s contracture, 162 
Echinococcosis 
—echinococcosis of bone, 154 
Electric Shock—See Shock, electric. 
Embolism 


air 


—air embolism with special reference to its surgi- 


cal importance, 178 
—curious case of air embolism, 174 


pulmonary 

—ligation of the inferior vena cava in the pre- 
vention and treatment of pulmonary embolism, 
140 

—venous thrombosis and pulmonary embolism, fur- 
ther experience with thrombectomy and femoral 
vein interruption, 141 


Empyema 
—empyema complicating a pneumothorax treated 
with penicillin, 52 
—medical treatment of acute empyema, report of 
five cases cured with chemotherapy and _ thor- 
acenteses, 56 
—treatment of empyema thoracis with penicillin, 56 
—value of penicillin in the treatment of empyema, 
53 
Enemas 
—gangrene of the rectum as a complication of an 
enema, 105 


Esophagus 
cancer: 
—surgical management of carcinoma of the mid- 
thoracic esophagus, 61 
—transthoracic resection of the esophagus and 
stomach for carcinoma, analysis of the post- 
operative complications, causes of death and 
late results of operation, 62 
fistula: 
—case of broncho-esophageal fistula with no pul- 
monary symptom, 64 
urgery: 
—surgical treatment of some lesions of the lower 
esophagus and upper stomach, 63 
Exophthalmos 
—influence of thyroidectomy on the prominence of 
the eyes in the guinea pig and in man, 47 
Exsanguination 
—respiration and circulation during death and _ re- 
vival of an exsanguinated animal, 176 
Extremities 


some roentgenologic considerations pertaining to 





upper extremity pain, 159 
Face 
cancer—See Skin, cani 
urgery 
—acrylic resin as an implant for correction of facial 
deformities, +0 
Facial Nerve 
—surgical anatomy of the facial nerve, with special 
reference to the parotid gland, 35 
Fascia 
—herniation of fascial fat as a cause of low back 
pain, with relief by surgery in six cases, 178 


Femur 
frac ‘ure 
—Colonna reconstruction operation for ununited 
fractures of the neck of the femur, 149 
—double skeletal traction in battle fractures of 


the lower femur, 148 

—healing time in fractures of the shafts of the 
tibia and femur, 150 

—simple guide pin for the insertion of devices of 
internal fixation into the femoral neck, 149 

Fibrin 

—combined use of fibrin film and clot in end-to- 

end union of nerves, 31 
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Fistulas 
—operation for anal fistulas, some reasons for 
failures, 109 
—plan for the surgical management of gastrojejuno- 
colic fistula, 


Forceps 
—new dissecting forceps for “no-touch’ 


technique, 9 
Foreign Bodies 
intestinal obstruction by a foreign body, 108 
rapid method of locating shell fragments, using 
x-rays, 175 
Fractures—See also Arm, fractures: Colles’s 
Fracture; Hip Joint, fractures; and under 
names of individual bones. 
delayed primary closure of wounds with com- 
pound fractures, 149 
experiences with injuries and diseases of bone 
in World War II, 148 
com plic alton 
peripheral nerve injuries in fractures and dis- 
locations of the long bones, 28 
NOnN-unNION 
treatment of non-union or delayed union of frac- 
tures by means of massive onlay grafts fixed 
with vitallium screws, 150 
freatment 


“treatment « 


f certain types of fractures, with a 
V2A steel nail in the medullary cavity (Kiint- 
scher method), 146 
—use of sulfonamides in compound fractures, 150 
Gallbladder 
—significance of polymorphonuclear leukocytes in 
gallbladders, 114 
cancer 
primary carcinoma of the gallbladder, an addi- 
tional reason for early removal of the cal- 
culous gallbiadder, 114 
diseases—See Cholecystitis; Gallstones 
Gallstones 
—time factor in the development of complications 
of gallstones, 113 
Gas Gangrene 
—gas gangrene, with special reference to vascular- 
ization of muscle, 10 
treatment 
—case-fatality rates in gas gangrene in relation to 
treatment, 10 
—gas gangrene, a study of 96 cases treated in an 
Evacuation Hospital, 12 


Gastrectomy 
—changes in gastric chemism and the blood picture 
following gastrectomy, 85 
—creation of a gastric pouch following total gas- 
trectomy, 87 
—gastric resection for certain acute perforated le- 
sions of the stomach and duodenum with dif- 
fuse soiling of the peritoneal cavity, 88 
—total gastrectomy, report of eight cases, $2 
—transthoracic gastrectomy for unusual lesions of 
the stomach, 81 
Gastritis 
—hypertrophic gastritis simulating carcinoma, 88 
Gastroduodenal Ulcer 
—acute peptic ulcers following distant operations, 
90 
—gastric ulcer and cancer, 89 
—inflammatory lesions of the stomach and duo- 
denum, 86 


—inflammatory lesions of the upper gastrointestinal 
tract, 89 
—influence of caffeine on ulcer genesis, experi 
mental production of gastric ulcer in guinea 
pigs and cats with caffeine, together with a 
study of its effect upon gastric secretion jn 
man and dog, 76 
perforation: 
—treatment of perforated duodenal ulcers, 89 
surgical treatment: 
—analysis of results of the surgical treatment of 
260 consecutive cases of chronic peptic ulcer 
of the duodenum, 78 
—experimental evaluation of a satisfactory opera- 
tion for ulcer, 75 
—indications for operation in cases of peptic ulcer 
from the internist’s point of view, 88 
—pedicled jejunal transplant on to the gastric 
wall, evaluation of its effect upon gastric 
acidity and failure of such transplants to af- 
ford protection against ulcer provoked by 
histamine in beeswax, 80 
—removal of the vagus innervation of the stomact 
in gastroduodenal ulcer, 84 
Gastrojejunocolic Fistula 
—plan for the surgical management of gastro- 
jejunocolic fistula, 
Gastrostomy 
—evolution of gastrostomy, 74 
Goiter 
—potential dangers of nontoxic nodular goiter, 45 


Grafts—See Bone Grafts; Skin Grafts. 
Gynecology 


surgery 2 
—diagnosis of acute surgical diseases of female 
pelvis and lower abdomen, 136 
—treatment of ureters injured during gynecologi- 
cal operations, 136 
Hallux Valgus 
—<correction of hallux valgus by metatarsal oste- 
otomy, 155 
Hand 
amputations ~ 
—prosthetic restorations after amputations about 
the hand, 162 
infections: 
—penicillin treatment of hand infections, 13 
urgery 
—plastic and reconstructive surgery of the hand, 44 
—resurfacing of dorsum of the hand following 
burns, 38 
Head 
injuries: 
—experiences with 156 penetrating wounds of the 
head, 16 
—working basis for the treatment of head in- 
juries, 37 
Hemothorax 
—posttraumatic hemothorax management, 51 
Heparin 
—effect of penicillin on heparin tolerance, 12 
Hepatitis 
—hepatitis following blood or plasma transfusions, 
observations in thirty-three cases, 168 
Hernias 
—hernia in infancy and childhood, 69 
—present status of the injection treatment of 
hernia, 71 
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inguinal : 

—internal inguinal ring, 72 

—recurrent inguinal hernia, 72 

ventral : 

—voluminous ventral hernia, surgical regimen for 
the enormous incisional eventration, report of 


a case, 72 


Hip Joint 
arthritis : 
—mono-articular osteo-arthritis of the hip, treat- 
ment by acid injections, 143 
fractures: 
—continuous traction screw for fixation of frac- 
tures of the hip, review of 23 cases, 144 


Humerus 
—use of hanging casts in compound fractures of 
the humerus, 148 


Hydronephrosis 

—complete ureteral duplication terminating in the 
same ureterocele and resulting in severe hy- 
dronephrosis, 124 

—hydronephrosis, classification and plastic repair 
of ureteropelvic obstructions, 119 

—hydronephrosis, the functional changes, 121 

—hydronephrosis, the structural changes, 121 

—hydronephrosis and hypertension, 122 

—spontaneous rupture of a hydronephrosis, 123 


Hypertension 
—hydronephrosis and hypertension, 122 
Hyperthyroidism 


—chronic thyroiditis and primary thyrotoxicosis 
(exophthalmic goiter), 45 

—thiouracil (deracil), a study of its use in forty 
three cases of thyrotoxicosis, 49 

—thiouracil in hyperthyroidism, a survey of one 
year’s experience, 49 

—thiouracil in the treatment of thyrotoxicosis, 49 

Hysterectomy 
—technic of total and subtotal hysterectomy, 128 


Tleum 
diverticula: 
—complications of acquired diverticulosis of the 
jejunum and ileum, 91 


Ilium 

—osteitis condensans ilii, 154 
Infants 

newborn: 


—duodenal atresia in the newborn, case report, 88 


Infections—See also Penicillin; Sulfonamides; 
and under names of specific infections. 
—shock in acute infections, 167 


Intervertebral Disks 
—intervertebral disc, its microscopic anatomy and 
pathology, 20 


Intestines—See also Colon. 
diverticula: 
—complications of acquired diverticulosis of the 
jejunum and ileum, 91 
—solitary diverticulitis of the cecum, 92 


—-solitary diverticulitis of the cecum, report of 


two cases, 92 
—unusual case of Meckel’s diverticulum, 92 
obstruction: 


—acute intestinal obstruction due to dried fruit, a 


report of two cases, 108 
—intestinal obstruction by a foreign body, 108 


—intestinal obstruction complicating colon carci- 
noma, 109 

—oranges causing alimentary obstruction, 108 

—volvulus of cecum with reversed rotation of mid- 
gut, 105 

lumors: 

—lymphosarcoma of the bowel in childhood, 104 

—malignant tumors of the small intestine, a_re- 
view of the literature and report of 21 cases, 90 


Jejunum 
diverticula: 
—complications of acquired diverticulosis of the 
jejunum and ileum, 91 


Joints—See also under names of individual 
joints. 
deformities: 
—adjustable casts in the treatment of joint de- 
formities, 159 


Knee Joint—See also Patella. 
—pneumarthrograms of the knee, a diagnostic aid 
in internal derangements, 160 
internal derangement 
—analysis of one hundred consecutive arthrotomies 
for traumatic internal derangement of the knee 
joint, 156 
internal derangements of the knee joints, 156 
Surgery: 
—surgical approaches to the knee joint, 157 
Kiintscher Method—See Fractures, treatment. 


Larynx 

surgery: 

—anesthesia for laryngofissure, 3 
Latex—See Prostheses. 
Leg 


injuries: 
—dermoplasty of war wounds of the lower leg, 41 
Leukocytes—See White Blood Cells. 
Liver 
—status of the liver and its importance to the sur- 
geon, 113 
diseases—See Hepatitis. 
Lobectomy—See Lungs, surgery. 
Lungs 


abscess: 

—analysis of the Massachusetts General Hospital 
cases of lung abscess from 1938 through 1942, 
34 

—lung abscess caused by Bacterioides necrophorus, 
57 

cancer: 

—primary carcinoma of the bronchus, 57 

injuries: 

—hblast injury of the lung, possible explanation of 
mechanism in fatal cases, an experimental study, 
54 

surgery: 

—closure of the bronchial stump following lobec- 
tomy or pneumonectomy, 57 

—lobectomy and pneumonectomy for tuberculosis, 
56 

—segments of the lungs from the standpoint of 
surgical procedures, 56 

tumors - 

—some unusual thoracic tumors, 57 

Lymphedema 


—surgical treatment of lymphedema, § 
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Lymphogranuloma Inguinale 
—stricture of the female urethra with lymphopathia 
venerea, lymphogranuloma inguinale, 124 


Meckel’s Diverticulum—See Intestines, diverti- 
cula. 


Mediastinum 
fumior 


—cystic lymphangioma of the mediastinum, 58 


Megacolon 
—problems in the surgical treatment of congenital 
megacolon, 102 


Melanoma 
—principle of excision and dissection in continuity 
for primary and metastatic melanoma of the 
skin, 13 
Melioidosis 
—chronic melioidosis, a case showing multiple le- 


: as ope 
sions of bone, joints and lungs, 153 


Metacarpal Bones 

—conservation of the metacarpus by skin and bone 
grafting in three patients, 154 

dislocation 

—chronic dislocation of the base of the metacarpal 
of the thumb, 1451 

fracture: 

—fracture-dislocation of the base of the fifth meta- 


carpal, 149 
Metacarpophalangeal Joints 


splint for the correction of extension contractures 





of the metacarpophalangeal joints, 160 
Mikulicz’s Disease 
—Mickulicz’s disease, a report on a patient treated 
with penicillin, 38 
Myeloma—See Bone, tumors. 


Nerve Block—See Anesthesia, nerve block; Sym- 
pathetic Nervous System, nerve block. 


Nerve Grafts 
—failure of whole fresh homogenous nerve grafts 
in man, 23 
—surgical principles underlying the use of grafts 
in the repair of peripheral nerve injuries, 30 
Nerves—See also names of individual nerves. 
imjpurtes: 
—‘“‘delayed recovery” in peripheral nerve lesions 
caused by high velocity projectile wounding, 24 
—diagnosis and surgical treatment of peripheral 
nerve injuries, 26 
—early repair of neural wounds with penicillin 
therapy, 27 





n the peripheral stump of a 


ischaemic damage 
divided nerve, 30 
—peripheral nerve injuries in fractures and disloca 
tions of the long bones, 28 
—traumatic ischaemia of the peripheral nerves, with 
some observations on Volkmann’s ischaemic 
contracture, 22 
treatment of peripheral nerve trauma, 30 
urgety—See also Nerve Grafts. 
—combined use of fibrin film and clot in end-to-end 
union of nerves, an experimental study, 31 


—peripheral nerve surgery, 30 


-plastic technic in surgery of peripheral nerves, 3 


Neurilemmoma 
—case of von Recklinghausen’s neurilemmoma ji 


the right axillary region, 31 


Nose 
urgery: 
—fixity of facial expression following undermining 
of the skin over the nosé, a modified method 


by which it is avoided, 44 


Omentum 
—primary omental torsion, 67 
fumors: 


—primary fibrosarcoma of the great omentum, 68% 


Operating Room 
—operating room explosions, 5 


Orchiectomy 
—role of bilateral orchiectomy in the treatment of 
carcinoma of the prostate gland, 124 


Orthopedic Surgery 
—orthopedic surgery in the U.S.S.R., 143 
—orthopedic surgery in the U.S.S.R. and U.S.A, 
143 
—treatment of war injuries of the skeletal system, 


143 


Osteoarthritis 
—mono-articular osteo-arthritis of the hip, treat- 
ment by acid injections, 143 


Osteomyelitis—See also Skull, osteomyelitis; 
and under names of individual bones. 
fraumatic? 
—traumatic osteomyelitis, the use of skin grafts, 
technic and results, 151 


Pancreas 
functional tests: 
—evaluation of the clinical significance of serum 
amylase and lipase determinations, 119 
rupture: 
—complete rupture of the pancreas, 118 
urgery.: 
—pancreaticoduodenal resection, a preliminary re- 
port of eighteen cases, 116 
—radical duodenopancreatectomy in one-stage for 
carcinoma of the ampulla of Vater, report of 
case with successful outcome, 115 
Pancreatitis 
—acute pancreatitis, 118 


Parathyroids 
—end-results in the treatment of hyperparathyroid- 
ism, 48 


Parotid Gland 


surgical anatomy of the facial nerve, with special 





reference to the parotid gland, 35 
Patella 

—function of the patella and the effects of its 
excision, 159 

—lateral dislocation of the patella, correction by 
simultaneous transplantation of the tibial tu- 
bercle and semitendinosus tendon, 151 

—traumatic degeneration of the articular cartilage 
of the patella, 160 


Pelvis 
infec ion 
—failure of cure of pelvic infections following the 
use of penicillin, 137 
Penicillin 
—cervicofacial actinomycosis successfully treated by 
penicillin without surgical drainage, 38 
—clinical significance of staphylococci, with natural 


or acquired resistance to the sulfonamides and 
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to penicillin, 13 


—early repair of neural wounds with penicillin 
therapy, 27 

—effect of penicillin on heparin tolerance, 12 

—failure of cure of pelvic infections following the 
use of penicillin, 137 

—jintra-arterial injection of penicillin for infec- 
tions of the extremities, 12 

—massive doses of penicillin in the treatment of 
peritonitis, a preliminary report, 73 

—Mikulicz’s disease, a report on a patient treated 
with penicillin, 38 

—osteomyelitis of the skull, its treatment with peni- 
cillin and repair of the defect with tantalum, 
17 

—penicillin and sulfonamides in the therapy of 
actinomycosis, 12 

—staphylococcal pyopericardium (complicating _ ty- 
phoid fever) treated with penicillin, 58 

local use: 

—empyema complicating a pneumothorax treated 
with penicillin, 52 

—infected bronchiectasis treated with intratracheal 
penicillin, 56 

—penicillin treatment of hand infections, 13 

—treatment of empyema thoracis with penicillin, 56 

—value of penicillin in the treatment of empyema, 


-7 
‘3 


Pentothal Sodium 
—anesthesia by combined intravenous pentothal so- 
dium and local nerve block, 1 
—notes regarding the use of intravenous sodium 
pentothal anesthesia in major surgical cases, 5 
Pericardium 
—staphylococcal pyopericardium (complicating  ty- 
phoid fever) treated with penicillin, 58 
Peripheral Nerves—See Nerves. 
Peritonitis 
—appendical peritonitis, 92 
—massive doses of penicillin in the treatment of 
peritonitis, a preliminary report, 73 
Pharyngo-Esophageal Diverticula 
—pulsion diverticulum of the hypopharynx at the 
pharyngoesophageal junction, surgical treat- 
ment in 140 cases, 59 
Phthalylsulfathiazole—See Sulfonamides. 


Plantaris Muscle 
—pathology of ruptured plantaris, 144 
Plasma—See also Blood Transfusion. 
—reactions to 10,000 pooled liquid human plasma 
transfusions, 167 


Pleura 

—readhesion after intrapleural cauterization, 52 

—significance of fluid in the pleural space, 52 
Pneumonectomy—See Lungs, surgery. 
Poliomyelitis 

equelae Pf 

—correction of poliomyelitic deformities with 


? 


frothed latex prostheses, 143 
Postoperative Complications 
—postoperative gouty arthritis, 6 
—question of pulmonary damage with artificial res- 
piration, 7 
Postoperative Therapy 
—fatality associated with the administration of 
amino acid digest, 6 


—practical use of amino acids in protein nutrition, 
7 
Posture 
—body mechanics and posture, 177 
Pregnancy 
urgical complications : 
—carcinoma of the colon, producing acute intesti- 
nal obstruction during pregnancy, 106 
Prostate Gland 
cancer? 
—role of bilateral orchiectomy in the treatment of 
carcinoma of the prostate gland, a report of 
82 cases, 124 
Prostheses 
—correction of poliomyelitic deformities with 
frothed latex prostheses, 143 
—prosthetic restorations after amputations about the 


hand, 162 


Pyopneumothorax 
—pyopneumothorax in the first month of life with 
recovery, two case reports, $7 
Pyruvic Acid 
—pyruvic acid method of burn slough removal, an 
experimental investigation, 163 
Radiation Therapy 
—irradiation failures in early cervical cancer, im- 
proved irradiation or return to surgery? 137 
Radioactive Substances 
—mechanism of shock from burns and trauma traced 
with radiosodium, 163 
Rat Bite Fever 
—incidence of rat bites and rat bite fever in Bal- 
timore, 169 
Rectosigmoid 
—perforation of the rectosigmoid, 107 
Rectum 
cancer: 
—multiple primary malignant neoplasms of the rec- 
tum and sigmoid colon, report of five additional 
cases, 107 
gangrene: 
—gangrene of the rectum as a complication of an 
enema, 105 
injuries: 
—traumatic injuries of the rectum, 100 
prolapse: 
—modification of an old and simple method of 
treating rectal prolapse, 106 
Red Blood Cells 
—clinical use of a red cell amino acid mixture as 
a substitute for whole blood transfusions, 167 
Revival 
—respiration and circulation during death and re- 
vival of an exsanguinated animal, 176 
Roentgen Rays 
diagnosis: 
—pneumarthrograms of the knee, a diagnostic aid 
in internal derangements, 160 
—rapid method of locating shell fragments, using 
x-rays, 175 
—some roentgenologic considerations pertaining to 
upper extremity pain, 159 
—third routine x-ray exposure of the ankle joint, 
161 
Scalp 
—complete avulsion of the scalp, review of litera- 
ture and case report, 18 
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Scaphoid—See Wrist. 


Serratus Muscles 
—operation for paralysis of the serratus anterior, 


142 
Shock 


—shock in acute infections, 167 

electric: 

—distant secondary circulatory and vasemotor reac- 
tions to accidental electric shock, 165 

—use of drugs in resuscitation from electric shock, 
167 

traumatic: 

—local fluid loss, nerve stimuli and toxins in the 
causation of shock, 166 

—mechanism of shock from burns and trauma traced 
with radiosodium, 163 


Shoulder 

—adhesive capsulitis of the shoulder, study of the 
pathological findings in periarthritis of the 
shoulder, 160 

—lesions of the musculotendinous cuff of the shoul- 
der, differential diagnosis of rupture, 157 

Skin 

cancer? 

—cancer of the face, a clinical and statistical study 
of 1,062 cases, 34 

smpuries <= 

—healing rate of human skin determined by mea 
surement of the electrical potential of experi- 
mental abrasions, a study of treatment with 
petrolatum and with petrolatum containing 
yeast and liver extracts, 177 

fumors 

—principle of excision and dissection in continuity 
for primary and metastatic melanoma of the 
skin, 13 


Skin Grafts 
—dermoplasty of war wounds of the lower leg, 41 
—frozen human skin grafts, 43 
—skin grafting in hemophilia with a preparation of 
thrombin and sulfanilamide, 44 
—traumatic osteomyelitis, the use of skin grafts, 
technic and results, 151 


Skull 

inmjuries—See Head, injuries. 

osteomyelitis: 

—osteomyelitis of the skull, its treatment with peni- 
cillin and repair of the defect with tantalum, 17 

surgery S 

—stainless steel wire-mesh in the repair of small 
cranial defects, 18 


Snake Bites 
—notes on adder bite (England and Wales), 168 
Spine 
abscess: 
—epidural spinal abscess, 20 
fracture—See Atlas, fracture. 
tuberculosis : 
—tuberculosis of the spine, 20 
Splints 
—modification of the Denis Browne splint, 150 
—splint for the correction of extension contractures 
of the metacarpophalangeal joints, 160 
Sponges 
—absorbable sponge tests, 9 


Staphylococcus 
—clinical significance of staphylococci, with natural 
or acquired resistance to the sulfonamides and 
to penicillin, 13 


Steel Wire 
—stainless steel wire-mesh in the repair of small 
cranial defects, 18 


Stomach 
—direct visual technique for studying chemical and 
other injury to exposed mucosal surfaces, 87 
cancer 
—gastric ulcer and cancer, 89 
—hypertrophic gastritis simulating carcinoma, 88 
—survival after gastric resection in carcinoma of 
the stomach, 87 
—transthoracic resection of the esophagus and stom- 
ach for carcinoma, analysis of the postoperative 
complications, causes of death and late results 
of operation, 62 
surgery—See also Gastrectomy; Gastrostomy. 
—pedicled jejunal transplant on to the gastric wall, 
evaluation of its effect upon gastric acidity and 
failure of such transplants to afford protection 
against ulcer provoked by histamine in beeswax, 
80 
—removal of the vagus innervation of the stomach 
in gastroduodenal ulcer, 84 
—surgical treatment of some lesions of the lower 
esophagus and upper stomach, 63 
fumors: 
—gastric schwannoma, report of a large intragas- 
tric lesion simulating a bezoar, 87 
—myoma of stomach, 86 
—pernicious anemia and the early diagnosis of 
tumors of the stomach, 73 
—torsion of a pedunculated gastric cyst, 86 
ulcer—See Gastroduodenal Ulcer. 


Succinylsulfathiazole—See Sulfonamides. 
Sulfanilamide—See Sulfonamides. 


Sulfonamides 

—clinical significance of staphylococci, with natural 
or acquired resistance to the sulfonamides and 
to penicillin, 13 

—penicillin and sulfonamides in the therapy ot 
actinomycosis, 12 

—succinylsulfathiazole and phthalylsulfathiazole in 
surgery of the colon, 101 

local use: 

—allantoin-sulfanilamide ointment in surgery, 11 
—evaluation of sulfonamide ointment bases, 12 
skin grafting in hemophilia with a preparation of 

thrombin and sulfanilamide, 44 





Surgery 
—graduate surgical training in America, 179 
—transactions of the Southern Surgical Association, 
address of the President, whither anon? 177 


Sympathectomy 
—experiences with sympathectomy in peripheral le- 
sions, 138 


Sympathetic Nervous System—See also Sympa- 
thectomy. 
nerve block: 
—alcohol injection of lumbar sympathetic trunk, in 
cases of peripheral vascular insufficiency when 
surgical sympathectomy is contraindicated, 32 
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Talcum Powder 


—talcum powder, a grave surgical hazard, 9 


Tantalum 
—osteomyelitis of the skull, its treatment with 
penicillin and repair of the defect with tanta- 
lum, 17 


Tendons—See also Wrist. 


fumors: 
—hemangioma of tendon, 161 


Testicles 
—undescended testicle, 123 
surgery—See Orchiectomy. 


Thiouracil 

—thiouracil (deracil), a study of its use in forty- 
three cases of thyrotoxicosis, 49 

—thiouracil in hyperthyroidism, a survey of one 
year’s experience, 49 

—thiouracil in the treatment of thyrotoxicosis, 49 

—toxic reactions to thiouracil, report of cases with 
one fatality, 49 


Thoracoplasty—See Thorax, surgery. 
Thorax 


injurtes—See also Hemothorax. 


—chest wounds in battle casualties, 5( 
urgery : 


—thoracoplasty, report on 240 consecutive patients, 
) 
5 


Thrombin 


—skin grafting in hemophilia with a preparation of 
thrombin and sulfanilamide, 44 


Thrombophlebitis 


—ligation of the inferior vena cava for pneumonic 


thrombophlebitis, 142 


Thrombosis 
—venous thrombosis and pulmonary embolism, fur- 
ther experience with thrombectomy and femoral 
vein interruption, 141 


Thyroid—See also Goiter; Hyperthyroidism. 
diseases: 
—blood iodine studies, an analysis of the bloed 
iodine in thyroid disease, 48 
surgery: 
—influence of thyroidectomy on the prominence 


of the eyes in the guinea pig and in man, 47 
tuberculosis: 


—tuberculous abscess of the thyroid gland, 46 
Thyroidectomy—See Thyroid, surgery. 
Thyroiditis 

—chronic thyroiditis and primary thyrotoxicosis (ex- 

ophthalmic goiter), 45 
Thyrotoxicosis—See Hyperthyroidism. 
Tibia 

fracture 


—healing time in fractures of the shafts of the 
tibia and femur, 150 


Tourniquet 


—tourniquet, its clinical application, 


Tuberculosis 
pulmonary : 
—lobectomy and pneumonectomy for tuberculosis, 
56 


—tuberculosis of the lower lobe, 5 


ws 


Tumors—See also under names of organs and 
tissues. 


—neoplasms observed in an Army general hospital, 
15 


Urachus 
—cysts of the urachus, 120 


Ureter 

abnormalities: 

—complete ureteral duplication terminating in the 
same ureterocele and resulting in severe hy- 
dronephrosis, 124 

obstruction: 

—hydronephrosis, classification and plastic repair of 
ureteropelvic obstructions, 119 

surgery: 

—treatment of ureters injured during gynecologic 
operations, 136 


Urethra 


—stricture of the female urethra with lymphopathia 
venerea, lymphogranuloma inguinale, 124 


Urinary Tract 
—abdominal pain due to urologic disease in chil- 
dren, 124 
—pediatric urological problem important to the 
general practitioner, 125 


Uterus 
prolapse : 
—present status of the Watkins-Wertheim interposi- 
tion operation, 125 
surgery—See Hysterectomy. 


Vater’s Ampulla—See Ampulla of Vater. 


Vena Cava 


—ligation of the inferior vena cava, 139 

—ligation of the inferior vena cava for pneumonic 
thrombophlebitis, 142 

—ligation of the inferior vena cava in the preven- 
tion and treatment of pulmonary embolism, 140 


Vitallium 
SCTEWS 2 
—treatment of non-union or delayed union of frac- 
tures by means of massive onlay grafts fixed 
with vitallium screws, 150 
tube: 
—use of the vitallium tube in stricture of the com- 


mon bile duct, 111 


Volkmann’s Contracture 


—traumatic ischaemia of the peripheral nerves, 
with some observations on Volkmann’s _ is- 
chaemic contracture, 22 


War Surgery—See also Aviation. 
—chest wounds in battle casualties, 50 
—current considerations of war surgery, 171 
—“‘delayed recovery” in peripheral nerve lesions 
caused by high velocity projectile wounding, 24 
—dermoplasty of war wounds of the lower leg, 4! 
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—double skeletal traction in battle fractures of the 
lower femur, 148 

—emergency surgical plan in an Army Air Force 
hospital, 175 

—experiences with injuries and diseases of bone in 
World War II, 148 

—mission of surgical specialists in the U. S. Army, 
174 

—preparation of battle casualties for surgery, 169 

—rapid method of locating shell fragments, using 
x-rays, 175 

—some applications of the surgical lessons of 
to civil practice, 172 


—transportation of the wounded soldier, 175 


Watkins-Wertheim Operation — See 


Uterus, 
prolapse. 


White Blood Cells 


—degenerative white blood cell picture as an indj- 
cation of toxemia from burns, 165 


Wounds 
healing—Seée Skin, injuries. 
primary suture: 
—delayed primary closure of 
pound fractures, 149 
treatment? 


—treatment of wounds, 168 


Wrist 


—surgical 


wounds with com- 


anatomy of the 
wrist, 161 
de formities: 


flexor tendons of the 


—anomalous fusion of the scaphoid and the greater 
multangular bone, 160 





